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Executive  summary 

How  should  the  Navy  organize  its  health  care  system  to  deliver  behav¬ 
ioral  and  mental  health  services?  To  help  Navy  Medicine  answer  this 
question,  we  highlight  findings  from  the  literature  on  the  experi¬ 
ences  of  various  entities  that  have  implemented  integrated  delivery 
models  of  behavioral  health  care.  We  find  that  three  types  of  delivery 
models  tend  to  dominate  the  U.S.  health  care  system:  contractual 
models,  functional  models,  and  educational  models.  Within  each 
type  of  model,  a  m^or  point  of  debate  focuses  on  the  question  of 
whether  to  carve  out  (i.e.  separate)  or  to  integrate  mental  health  with 
primary  care.  Carve-out  approaches  separate  the  organization  and 
delivery  of  mental  and  behavioral  health  services  from  primary  care. 
However,  what  integration  means  depends  on  the  model  type. 

Contractual  models  describe  the  structural  organization  supporting 
the  provision  of  health  care.  Contracting  arrangements  represent 
formal  agreements  between  different  types  of  providers  regarding 
patient  and  information  flow.  Functional  models  describe  clinical 
approaches  to  care  and  focus  on  the  physician-patient-specialist  rela¬ 
tionship.  Integrated  functional  models  are  an  emerging  approach  to 
care  that  uses  interdisciplinary  provider  teams  to  treat  patients  with 
behavioral  and  mental  health  conditions  in  the  primary  care  setting. 
Educational  models  add  a  graduate  medical  education  element  to 
functional  approaches. 

Currently,  the  use  of  contractual  carve-outs  and  functionally  autono¬ 
mous  clinical  relationships  tend  to  characterize  common  practice  in 
the  delivery  of  mental  and  behavioral  health  care  in  the  United 
States.  However,  a  growing  number  of  entities  are  experimenting  with 
functionally  and  educationally  integrated  approaches  to  care.  Initial 
results  of  such  experiments  indicate  a  potential  for  increasing  patient 
access  and  satisfaction  to  care  as  well  as  achieving  improved  patient 
outcomes.  Based  on  our  review  of  the  literature,  we  recommend  that 
Navy  Medicine  develop  and  implement  a  pilot  program  that  clinically 
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integrates  mental  health  with  primary  care  in  at  least  one  of  its  outpa¬ 
tient  primary  care  clinics  to  determine  the  extent  to  which  integra¬ 
tion  may  help  the  Navy  optimize  the  provision  of  its  mental  health 
services. 


Introduction 


Navy  Medicine  has  identified  mental  and  behavioral  health  as  one  of 
the  m^or  product  line  areas  for  which  it  wants  to  develop  a  strategy 
for  providing  these  specialty  services.  To  inform  this  strategy  develop¬ 
ment  process,  we  provide  a  review  of  the  mental  health  care  delivery 
models  that  dominate  the  U.S.  health  care  delivery  system,  assess 
where  the  Navy  stands  in  comparison  to  current  delivery  trends,  and 
outline  salient  issues  regarding  potential  changes  that  the  Navy 
should  consider  as  part  of  its  managed  care  evolution. 

We  focus  on  three  types  of  delivery  models:  contractual,  functional, 
and  educational  Contractual  models  tend  to  define  the  structural 
organization  supporting  the  provision  of  health  care,  providing 
formal  agreements  between  different  types  of  providers  regarding 
patient  and  information  flow.  In  the  mental  health  arena,  carve-outs 
have  emerged  during  the  past  20  years  as  the  dominant  contractual 
approach  to  managing  mental  and  behavioral  health  care.  Purchas¬ 
ers  turned  to  carve-outs  as  a  means  to  manage  care  and  contain 
mental  health  care  costs.  Functional  models  describe  clinical 
approaches  to  care  and  tend  to  focus  on  the  physician-patient-special¬ 
ist  relationship.  The  provision  (or  integration)  of  mental  health  treat¬ 
ment  in  the  primary  care  setting  represents  an  emerging  approach  to 
care  that  uses  interdisciplinary  clinical  teams  in  the  primary  care  set¬ 
ting  to  treat  patients  who  present  with  mental  and  behavioral  health 
conditions.  Educational  models  focus  on  the  training  of  primary  care 
physicians  and  mental  health  specialists,  within  both  the  initial  and 
continuing  graduate  medical  education  processes.  In  current  prac¬ 
tice,  however,  carve-outs  and  autonomous  service  delivery  are  more 
common. 

The  ongoing  debate  of  whether  to  carve  out  or  integrate  mental 
health  vnth  primary  care  has  been  fostered  by  the  accumulating  evi¬ 
dence  of  the  prevalence  of  mental  health  diagnoses  in  the  population 
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and  of  the  challenges  people  face  in  obtaining  access  to  care,  dual  and 
proper  diagnosis,  and  appropriate  treatment.  About  one  in  five  adults 
in  the  U.S.  expedience  a  mental  disorder  in  the  course  of  a  year  and 
roughly  15  percent  of  all  adults  who  have  a  mental  disorder  in  one 
year  also  experience  a  co-occurring  substance  use  disorder  [1], 

Depression  is  most  commonly  seen  in  primary  care  settings  [2, 3]  with 
at  least  50  percent  of  mental  health  patients  receiving  exclusive  treat¬ 
ment  from  their  primary  care  provider  [4,  5,  6].  Cognitive  behavioral 
therapy  and  interpersonal  psychotherapy  have  proved  effective  in  pri¬ 
mary  care  settings  [7],  as  have  the  use  of  antidepressant  pharmacol¬ 
ogy  and  time-limited,  depression-targeted  psychotherapies  [8]. 
However,  primary  care  providers  often  fail  to  recognize  psychiatric 
disorders  [4] .  The  known  result  is  that  persons  experiencing  mental 
illness  are  less  able  to  function  than  those  with  other  chronic  medical 
conditions,  especially  when  they  remain  undiagnosed  and  untreated 
[6],  As  a  result  of  these  findings,  efforts  focused  on  expanding  the 
provision  of  mental  health  care  in  the  primary  care  setting  have 
received  much  attention  in  the  literature.  It  is  believed  that  managed 
care  in  mental  health  expands  access  to  care,  uses  limited  resources 
more  responsibly,  and  decreases  unnecessary  services  [9] .  Based  on 
the  growing  evidence,  the  National  Institute  of  Mental  Health 
(NIMH)  and  others  argue  that  mental  health  care  is  a  U.S.  health 
problem  that  cannot  be  addressed  by  specialists  alone — hence,  the 
need  for  collaboration  with  primary  care  [2,  3,  6,  10,  11,  12,  13]. 

What  approach  should  the  Navy  take  to  ensure  that  its  beneficiaries 
have  access  to  care,  effective  proper  diagnosis,  and  treatment  for 
mental  and  behavioral  health  problems?  In  this  paper,  we  identify  the 
predominant  models  of  mental  and  behavioral  health  care  in  terms 
of  specific  delivery  system  designs  and  the  manner  in  which  mental 
health  services  are  either  carved  out  from  or  integrated  with  primary 
care.  We  summarize  findings  in  the  literature  on  the  experiences  of 
various  entities  that  have  implemented  programs  of  care  under  each 
of  the  different  models  and  compare  these  experiences  with  respect 
to  both  contractual  characteristics  (such  as  structure,  financing 
scheme,  and  program  approach)  and  functional  characteristics  (such 
as  access,  use,  quality,  clinical  practice  patterns,  and  business  prac¬ 
tices).  Finally,  we  contrast  the  current  mental/behavioral  health 


delivery  approach  of  the  military  health  care  system  with  the  various 
models  and  identify  key  decisions  that  Navy  Medicine  will  have  to 
make  in  determining  which  approach  to  follow  in  developing  its 
product  line  strategy. 

The  literature  citations  covered  in  this  review  are  derived  primarily 
from  the  Medline  database,  which  covers  biomedicine,  allied  health 
fields,  the  biological  and  physical  sciences,  humanities,  and  informa¬ 
tion  science.  Medline  has  an  index  of  information,  dated  1966  to 
present,  from  approximately  3,600  journals  and  books  worldwide. 
Also  used  were  the  Ovid  Technologies  database  (the  largest  full  text 
journal  database  worldwide) ,  databases  of  selected  full  text  refer¬ 
ences  (LEXIS@-NEXIS@  Academic  Universe,  Congressional  Uni¬ 
verse,  and  Statistical  Universe),  Ebsco  Publishing  journal  and 
book  database,  and  three  Internet  search  engines  (Infoseek,  Alta 
Vista,  and  Google).  We  supplemented  this  with  information  col¬ 
lected  via  correspondence  with  several  health  system  experts  [14, 
15, 16, 17, 18, 19]. 
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Conceptual  frameworks  of  integration 

Efforts  promoting  “collaboration”  between  general  and  mental  health 
follow  three  main  types  of  models:  contractual,  functional,  and  educa¬ 
tional.  Contractual  models  describe  the  program  management  designs 
that  focus  on  the  administrative  and  structured  care  relationships 
underlying  the  business  mechanics  of  a  health  care  plan.  (Common 
applications  are  mental  health  carve-outs  and  integrated  health  plans. 
Functional  models  address  the  clinical  interaction  between  primary 
care  physicians  and  mental  health  specialists  in  providing  care.  This 
may  follow  one  of  three  common  paradigms:  the  traditional 
autonomous/independent  model,  the  consultative/collaborative 
model,  or  the  integrated  joint  care  model.  Educational  models  focus 
on  the  ways  in  which  providers  are  trained,  specifically  in  terms  of 
cross-training  between  specialties.  In  this  section,  we  describe  and  com¬ 
pare  three  classes  of  conceptual  frameworks  that  focus  on  the  contrac¬ 
tual  and  functional  links  between  mental  and  general  health  based  on 
the  works  of  Pincus  [20],  Schulberg  et  al.  [21],  and  the  Substance 
Abuse  and  Mental  Health  Services  Administration  (SAMHSA)  [22]. 

Pincus'  framework  of  mental  and  general  health  linkage 

Harold  Pincus  [20]  was  one  of  the  first  to  develop  a  conceptual  frame¬ 
work  that  models  the  link  between  the  mental  health  and  general 
(physical)  health  systems  (see  also  [23,  24]).  These  models  lie  along 
a  three-dimensional  continuum  focusing  on  contractual,  functional, 
and/or  educational  elements.  The  contractual  element  addresses  the 
content  of  formal  and  informal  agreements  between  the  mental 
health  and  the  general  health  settings.  It  includes  such  factors  as  the 
mechanism  of  patient  referral,  method  of  transferring  information, 
access  to  patient  records,  patient  follow-up,  transportation  arrange¬ 
ments,  billing  procedures,  planning,  programming,  development, 
and  operations.  The  functional  element  encompa,sses  the  patient- 
provider  relationship  and  includes  such  factors  as  diagnostic 
evaluation,  substance  abuse  treatment,  and  other  modes  of 
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treatment.  The  last  area  of  focus,  the  educational  element,  deals  with 
the  ongoing  education  and  skill  development  of  both  primary  care 
physicians  and  mental  health  specialists.  In  figure  1,  we  provide  a 
reproduction  of  Pincus'  conceptual  models  of  linkage  between  gen¬ 
eral  health  and  mental  health  systems  of  care.  The  models  are: 

•  Model  1.  Agreement— the  emphasis  of  this  model  is  on  contrac¬ 
tual  elements,  where  there  is  a  formal  and  informal  agreement 
on  patient  referral,  followup,  and  information  transfer. 

•  Model  2.  Triage — although  similar  to  the  first  model,  agreement 
is  more  specific  and  articulated.  There  is  a  designated  person 
who  provides  assessment  and  triage  and  also  eases  the  process 
of  referral,  information  flow,  and  followup. 

•  Model  3.  Service  delivery  team — the  general  health  setting  (under 
its  own  auspices)  establishes  a  clearly  defined  mental  health 
organization  unit.  The  basic  function  is  to  provide  assessment 
and  some  treatment. 

•  Model  4.  Consultation  and  service — there  is  an  emphasis  on  pro¬ 
viding  provider-provider  consultation  to  improve  the  specialty 
capabilities  of  the  primary  care  provider.  If  specialty  care  is 
required,  the  mental  health  specialist  is  used. 

•  Model  5.  Supervision  and  education — the  emphasis  is  on  educa¬ 
tion,  providing  non-mental-health  professionals  skills  to  assess, 
treat,  and  manage  padents  with  emotional  problems. 

•  Model  6.  Integrated  health  care  team — mental  health  providers  are 
integrated  into  the  day-to-day  functioning  of  a  primary  health 
care  team.  This  is  a  synthesis  of  models  1,  3,  and  5. 

Pincus’  framework  provides  a  categorization  of  the  kinds  of  interac¬ 
tions  that  are  possible  between  general  and  mental  health,  with  dif¬ 
ferent  areas  of  emphasis.  The  contractual,  functional,  and 
educational  aspects  represent  more  comprehensively  the  current  lit¬ 
erature  and  practice.  Models  2,  4,  and  6  of  Pincus’  framework  lie 
along  a  three-dimensional  continuum  and  relate  to  models  1,  3,  and 
5.  In  this  paper,  we  provide  more  detailed  information  on  current 
applications  of  the  contractual,  functional,  and  educational  elements 
of  behavioral  health  care  delivery. 


Figure  1 .  Pincus'  models  of  linkage  between  general  health  and  mental 
health  systems  of  care^ 


Functional 


a.  Source  [20]. 

Models  of  contractual  linkage 

In  figure  2,  we  highlight  five  types  of  interaction  that  represent  the 
contractual  spectrum  of  the  mental  health/general  health  relation¬ 
ship  [22] .  Note  that  these  model  types  are  not  exhaustive  or  mutually 
exclusive  because  designs  and  structures  have  overlapping  features. 
The  contractual  models  are: 

•  Full  carve-out,  or  stand  alone  (figure  2a).  Purchasers  completely 
separate  general  health  managed  care  programs  from  mental 
health  and/  or  substance  abuse  services.  This  is  also  referred  to 
as  primary  carve-out  or  payer’s  carve-out. 

•  Partial  carve-out  (figure  2b).  A  partial  carve-out  is  a  separate  man¬ 
aged  care  program  that  delivers  expanded  mental  health/ 
substance  abuse  (MHSA)  services  to  special  populations  (e.g., 
children  with  serious  emotional  disturbance,  adults  with  severe 
mental  illness)  beyond  the  basic  benefit  plan.  The  basic  benefit 
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plan  does  include  some  MHSA  services.  Some  plans  use  partial 
carve-out  as  supplements  to  integrated  designs. 

•  Integrated  (figure  2c).  A  general  health  managed  care  program 
includes  mental  health  and  substance  abuse  services.  The  man¬ 
aged  care  contract  is  usually  with  a  managed  care  organization, 
such  as  a  health  maintenance  organization  (HMO)  or  man¬ 
aged  care  organization  (MCO).  They  operate  these  integrated 
programs  but  may  also  subcontract  with  a  behavioral  health 
specialty  organization  to  deliver  MHSA  services  within  the  com¬ 
prehensive  plan.  This  is  called  “checkbook”  integration 
because  the  purchaser  of  the  plan  makes  a  single  payment, 
even  though  MHSA  services  may  be  subcontracted. 

•  Carve-in  (figure  2d).  In  this  approach,  the  purchaser  requires  the 
behavioral  health  organization  to  have  a  clinical  relationship 
with  the  primary  managed  care  entity  or  have  reimbursement/ 
special  requirements  for  HMOs  delivering  MHSA  services. 

Figure  2.  Contractual  models  of  linkage  between  general  and  mental  health  delivery  systems 
from  least  (a)  to  most  integrated  (d) 


GH 
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Payer 

state,  employer,  other 

© 

HMO  or  MCO 

MBHO 

managed  behavioral 
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mental  health 
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health  organization 
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The  models  just  described  address  mainly  organizational  and  finan¬ 
cial  dimensions,  “rarely  engineering  a  specific  clinical  strategy  to 
effect  integration  at  the  patient  and  practitioner  level”  [25].  Purchas¬ 
ers,  practitioners,  and  researchers  tend  to  confuse  integrated  benefits 
management  under  contractual  arrangements  with  care  manage¬ 
ment  that  clinically  integrates  health  and  mental  health  services  on 
the  functional  level.  We  will  clarify  this  in  the  next  section. 

Models  of  functional  linkage 

Much  of  the  discussion  on  mental  health  integration  alludes  to 
mental  health  clinical  services.  Contractual  models  tend  to  reflect  a 
preoccupation  among  managers  and  policy-makers  who  focus  on  pro¬ 
gram  design,  structure,  and  costs.  These  models  portray  how  the 
mental  health  system  is  managed  vis-a-vis  the  general  health  system. 
However,  they  capture  only  part  of  the  total  picture  and  do  not 
address  the  functional  health  care  component.  The  functional  (i.e., 
clinical)  aspect  of  care  illuminates  the  patient-clinician  relationship 
and  the  nature  of  the  interaction  between  the  primary  care  physician 
and  the  mental  health  specialist  (model  3  of  Pincus’  framework, 
figure  1).  The  functional  models  (see  figure  3)  that  tend  to  dominate 
current  studies  that  explore  clinical  element  of  service  delivery  are  as 
follows: 

1.  The  autonomous  or  independent  or  model.  In  this  model,  there  is 
little  interaction  between  the  primary  care  clinician  and  the  mental 
health/substance  abuse  specialist.  A  referral  can  be  made  by  the  pri¬ 
mary  care  physician,  but  there  is  no  assurance  of  followup  or  coordi¬ 
nation  by  the  mental  health  specialist. 

2.  Consultation  or  collaborative  model.  In  this  model,  the  primary 
care  physician  is  the  principal  provider,  and  the  behavioral  health 
specialist  serves  as  a  consultant  in  terms  of  treatment.  This  model  also 
is  known  as  the  parallel  model. 

3.  The  integrated  or  joint  care  model.  In  this  final  model,  the  primary 
care  clinician  treats  patients  together  with  mental  health  specialists. 
They  are  considered  a  health  delivery  team,  and  mental  health  spe¬ 
cialists  also  meet  with  patients,  discuss  their  records,  evaluate. 
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diagnose,  and  advise  the  general  physician.  The  integrated  model 
allows  for  optimizing  opportunities  for  learning  and  the  exchange  of 
information  between  primary  care  physicians  and  mental  health  spe¬ 
cialists  [22,  24,  26,  27]. 

Figure  3.  Functional  models  of  linkage  between  the  primary  care 
physician  and  MHSA  specialist 


1.  Autonomous/independent  model 


II.  collaborative/consultation  model 


111.  Integrated^oint  model 


PCP 

primary  care  physician 

MHSA 

mental  health 

substance  abuse 

Models  of  educational  linkage 


In  addition  to  the  contractual  and  functional  elements  of  Pincus’ 
linkage  model,  the  educational  interaction  between  the  PCP  and 
mental  health  specialist  is  also  pertinent.  The  necessity  of  behavioral 
health  education  within  the  primary  care  setting  is  underscored  by 
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Pincus  [20],  Frazier  [24],  Schuyler  and  Davis  [28],  and  Ratcliffe  et  al. 
[29].  Supervision  and  education  place  emphasis  on  providing  non¬ 
mental  health  professionals  skills  to  assess,  treat,  and  manage  patients 
vdth  behavioral  health  problems.  The  ongoing  medical  education  of 
providers  includes  both  PCPs  and  mental  health  providers  with  an 
emphasis  on  general  health  issues  that  are  relevant  to  treating  the 
“whole”  patient  [24] .  Continuing  medical  education  programs  in  psy¬ 
chiatry  for  non-psychiatric  physicians,  physician  group  training,  and 
programs  in  undergraduate  and  graduate  medical  education  are  all 
examples  of  the  educational  elements  of  the  primary  care  mental 
health  linkage. 

Summary  of  conceptual  frameworks 

The  contractual,  functional,  and  educational  models  provide  a  useful 
conceptual  framework  for  examining  mental  health  care  delivery. 
The  most  commonly  applied  contractual  models  are  carve-outs  and 
integrated  delivery  systems.  The  most  commonly  referenced  func¬ 
tional  models  are  the  autonomous  and  integrated/joint  care  models. 
Educational  applications  tend  to  focus  on  the  use  of  graduate  medi¬ 
cal  education  training  programs  to  foster  communication  and  shar¬ 
ing  of  knowledge  between  primary  care  physicians  and  mental  health 
specialists. 

In  the  sections  that  follow,  we  review  the  current  state  of  mental 
health  care  delivery  in  the  United  States.  We  begin  with  a  look  at  cur¬ 
rent  patterns  in  the  use  of  contractual  agreements  addressing  mental 
health  care  using  examples  from  state  public  sector  programs,  private 
employers,  and  health  insurance  plans.  The  experiences  of  the  50 
states  are  particularly  relevant  to  DOD  because  they  rely  heavily  on 
contractual  models  in  their  role  as  a  major  purchaser  of  mental 
health  services  under  both  state  general  assistance  and  Medicaid  pro¬ 
grams.  Second,  we  examine  current  patterns  in  the  use  of  functional 
arrangements  for  providing  mental  health  care  at  the  clinic  level. 
Again,  we  present  a  selection  of  examples  from  the  states,  private 
employers,  health  insurance  plans,  and  community  programs. 
Finally,  we  provide  an  overview  of  several  programs  that  attempt  to 
integrate  the  training  of  primary  care  providers  and  mental  health 
specialists. 
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Models  of  contractual  relationships 

State  contract  experiences 

In  1996,  public  payers  covered  nearly  53  percent  ($37  billion)  of  total 
mental  health  expenditures  in  the  United  States  [1].  Within  the 
public  sector,  the  50  states  represent  one  of  the  m^or  purchasers  of 
mental  health  services  in  the  United  States  via  their  funding  contri¬ 
butions  to  Medicaid  and  other  state  and  local  mental  health  pro¬ 
grams,  such  as  state  mental  health  authorities  (SMHAs)  and  the  state 
alcohol  and  other  drug  (AOD)  agencies.  During  the  past  two 
decades,  state  funding  of  mental  health  services  has  been  shifting 
slowly  from  direct  support  of  state  and  local  government  programs  to 
a  greater  reliance  on  Medicaid,  under  which  states  receive  matching 
federal  funds.  A  consequence  of  this  shift  is  that  state  Medicaid  pro¬ 
gram  designs  have  taken  on  the  role  of  policy  pioneer  in  shaping  the 
delivery  of  mental  health  care,  specifically  with  regard  to  contractual 
arrangements  having  a  managed  care  approach  and  aimed  at  cost 
containment. 

Managed  care  as  applied  to  the  mental  and  behavioral  health  setting 
encompasses  a  variety  of  strategies  focused  on  controlling  costs  while 
ensuring  access  to  appropriate  levels  (use)  of  quality  care.^  Behavioral 
health  managed  care  methods  include  the  formation  of  preferred 
provider  networks,  gate-keeping  (or  pre-certification),  case  manage¬ 
ment,  relapse  prevention,  retrospective  review,  and  claims  payment 
[30].  State  mental  health  programs  may  provide  coverage  on  a  state¬ 
wide  basis  or  limit  coverage  to  certain  geographic  areas,  such  as  coun¬ 
ties.  In  addition,  some  programs  provide  coverage  of  mental  health 
services  to  all  eligible  beneficiaries,  whereas  others  target  certain  sub¬ 
populations,  such  as  children.  Key  characteristics  include  the  type  of 


1.  Unless  otherwise  noted,  our  primary  source  of  information  for  this 
section  is  a  recent  study  sponsored  by  SAMHSA  [22] . 
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model  used,  reliance  on  private  or  public  sector  organizations  as 
source  of  care,  contractor  type,  and  payment  schemes. 

During  the  last  3  years,  the  number  of  states  implementing  behavioral 
health  managed  care  programs  increased  from  only  14  to  42  (includ¬ 
ing  the  District  of  Columbia),  whereas  two  states  (Montana  and 
North  Carolina)  reverted  from  managed  care  arrangements  to  fee- 
for-service  plans.  As  of  1999,  30  states  have  adopted  41  integrated  pro¬ 
grams,  29  states  have  adopted  a  total  of  35  carve-out  programs 
(including  stand-alones),  and  3  states  are  using  partial  carve-outs.^  A 
number  of  states  have  more  than  one  type  of  managed  behavioral 
health  care  program;  therefore,  representation  is  not  mutually  exclu¬ 
sive  among  these  three  approaches  (i.e.,  the  sum  of  the  number  of 
states  reported  in  several  categories  may  be  greater  than  50  because 
of  overlap  in  characteristics  of  programs). 

The  range  of  services  covered  under  state  mental-health-specific 
carve-outs  tends  to  include  more  specialized  care,  such  as  residential 
treatment,  rehabilitation,  community  support,  and  consumer-run  ser¬ 
vices.  State  integrated  programs  tend  to  cover  pharmaceutical 
expenses  and  to  manage/ coordinate  pharmacy  use  with  primary  care. 
A  similar  pattern  occurs  under  substance-abuse-specific  programs. 
Carve-outs  tend  to  cover  detoxification,  residential  treatment,  opiate/ 
methadone  treatment,  crisis/ emergency  care,  and  preventive  services. 
Integrated  substance-ahuse-specific  contracts  tend  to  cover  inpatient 
and  outpatient  care  and  a  lesser  range  of  specialized  services. 

While  state  Medicaid  agencies  are  a  major  purchaser  of  managed 
behavioral  health  care  services,  state  mental  health  and  substance 
abuse  authorities  also  work  with  their  respective  state  Medicaid  agen¬ 
cies,  particularly  in  the  use  of  carve-outs.  Among  states  with  integrated 
contracting  programs,  Medicaid  agencies  serve  as  the  purchaser  in 
93  percent  of  the  states.  In  contrast,  among  states  with  carved-out  pro¬ 
grams,  Medicaid  is  the  purchaser  for  69  percent  of  the  states. 


2.  We  provide  a  detailed  breakout  identifying  the  specific  approach 
adopted  by  each  state  in  appendix  A. 


In  figure  4,  we  show  the  number  of  states  with  either  carve-out  or  inte¬ 
grated  programs  (or  both)  by  the  type  of  entity  with  which  they  enter 
into  contractual  arrangements  for  mental  health  services.  Contract¬ 
ing  organizations  include  public  providers,  private  providers,  or  some 
combination/partnership  of  the  two.  Figure  4  indicates  that  states 
using  an  integrated  approach  tend  to  contract  with  private  sector 
entities;  those  using  carve-outs  tend  to  prefer  public  sector  organiza¬ 
tions.  A  smaller  number  participate  in  joint  ventures  (or  partner¬ 
ships)  between  public  and  private  organizations.  (See  appendix  B  for 
detailed  state  data.) 

Figure  4.  The  number  of  states®  with  managed  care  programs,  by  contract  type  and  approach 
type,  1 999 


a.  States  sum  to  more  than  50  because  of  multiple  programs  in  each  state.  Source:  [22]. 


Public  sector  contractors  are  mostly  county  or  local  government 
agencies,  community  mental  health  centers,  and  community  sub¬ 
stance  abuse  providers.  Private  sector  organizations  include  HMOs, 
behavioral  HMOs  (BHMOs),  or  individual  providers.  Among  states 
using  public  contractors,  all  six  state  integrated  programs  contract 
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with  county/local  government  organizations,  as  did  a  majority  of  the 
states  using  carve-outs  (see  figures  5  and  6) .  Among  those  using  con¬ 
tractors  in  the  private  sector,  states  with  integrated  programs  tend  to 
contract  with  HMOs;  states  with  carved-out  programs  prefer 
BHMOs.^  Overall,  the  private  sector  has  a  greater  presence  among 
integrated  state  programs  compared  to  carve-outs.  Not  only  is  there  a 
distinguished  association  between  type  of  program  approach  (inte¬ 
grated/carve-out)  and  type  of  purchaser,  but  there  also  appears  to  be 
a  relationship  among  type  of  program  approach  and  type  of  contrac¬ 
tor  (namely,  public  vs.  private). 

Figure  5.  Types  of  public  managed  care  organizations  for  public  sector 
managed  behavioral  health  care  programs,  1 999 


Ccxjnty/lcx:al  Community  CMHC  Other 
govt  agency  SA  providers 


Types  of  private  contractors 


A  majority  of  the  states  (90  percent  of  those  using  managed  care,  n  = 
38)  negotiate  full-service  contracts  under  which  the  contracting  orga¬ 
nization  agrees  to  provide  both  administrative  and  clinical  services 
for  the  state’s  managed  care  program.  Full-service  contracts  usually 
include  an  element  of  risk  in  which  the  contractor  agrees  to  assume 
at  least  some  portion  of  the  financial  risks  associated  with  care  pro¬ 
vided  and  paid  for  under  the  program.  A  smaller  percentage  of  states 


3.  Percentages  do  not  sum  to  100  because  many  states  have  more  than  one 
program. 
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(24  percent,  n  =  10)  use  an  administrative  service  only  (ASO)  con¬ 
tract.  Under  an  ASO  contract,  states  contract  with  an  independent 
organization  that  is  responsible  for  supplying  administrative  services, 
such  as  claims  processing  and  treatment  authorization.  The  organiza¬ 
tion  is  paid  a  fee  for  its  services  and  assumes  no  financial  risk.  Finally, 
five  states  employ  other  forms  of  managed  care  financing  agree¬ 
ments,  including  primary  care  case  management  and  managed  fee- 
for-service."^ 


Figure  6.  Types  of  private  managed  care  organizations  for  public  sector 
managed  behavioral  health  care  programs,  1 999 


M  Integrated  programs 
Carve-out  programs 


BHMO  other 
providers 

Types  of  private  contractors 


4.  Primary  care  case  managementxs  a  managed  care  option  in  which  enrollees 
pick  a  primary  care  provider  who  serves  a  gatekeeper  role  (must  autho¬ 
rize  services  before  reimbursement  for  care  is  approved).  The  primary 
care  provider  receives  a  per  capita  management  fee  and  payment  for 
services  provided.  Managed  fee-for-service  plans  combine  managed  care 
techniques  with  the  traditional  fee-for-service  payment  system.  Man¬ 
aged  care  tools  used  include  precertification,  second  surgical  opinion, 
and  utilization  review. 
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In  terms  of  payment  strategies,  states  use  a  variety  of  approaches  rang¬ 
ing  from  full-risk,  capitated  payments  to  fee-for-service  payment 
schedules.  As  shown  in  table  1,  the  most  common  payment  arrange¬ 
ment,  for  states  contracting  with  a  managed  care  organization,  is  on 
a  capitated  basis  (37  states) ,  followed  by  fixed  fees  ( 1 2  states) ,  and  fee- 
for-service  (10  states).  The  most  common  payment  arrangement  for 
states  contracting  with  providers  is  fee-for-service:  34  states  compared 
to  10  among  managed  care  organizations. 


Table  1 .  Risk  and  payment  methods  for  managed  care  organizations  and  providers  for  state 
Medicaid  and  non-Medicaid  managed  behavioral  health  programs,  1999 

Number  of  states 


Risk  and  payment  method 

Arrangement  between  states  and 
managed  care  organizations 

Arrangement  between  states  and 
providers 

Full  capitation 

37 

27 

Partial  capitation 

2 

6 

Global  budget 

4 

5 

Fixed  fees 

12 

18 

Fee-for-service 

10 

34 

Case  rate 

17 

Other 

5" 

3^ 

a.  Includes  bundled  rate,  performance  contracting,  and  case  rates. 

b.  Includes  programs  in  which  the  provider  payment  varies  by  HMO  or  geographic  region 


Summary  of  public  sector  examples 

For  the  most  part,  state  contracting  practice  predominandy  follows 
either  the  carve-out  or  integration  model.  In  terms  of  state 
experience  using  “integration”  contracts,  only  one  model  is  currendy 
used  for  integrating  health  and  mental  health  services:  Medicaid 
purchases  management  of  a  single  benefit  package  that  includes 
mental  health,  through  a  single  premium,  from  a  single  primary  con¬ 
tractor  or  health  plan — thus  assuming  that  singularity  equals  integra¬ 
tion.  Although  HMOs  usually  manage  state  mental  health  programs 
under  integrated  contracts,  most  carve  out  any  behavioral  health  ben¬ 
efits  they  manage.  In  almost  no  case  does  that  commercial  health 
plan  deliver  the  mental  health  benefit  through  a  truly  integrated 
approach;  in  most  cases,  the  plan  carves  it  out  [25]. 
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Private  sector  experience 

As  noted  earlier,  funding  for  mental  health  services  comes  from  both 
public  and  private  sources.  We  also  noted  in  the  previous  section  that 
approximately  53  percent  ($37  billion)  of  total  U.S.  mental  health 
expenditures  in  1996  came  from  public  payers,  including  the  Medi¬ 
care  and  Medicaid  programs,  as  well  as  other  federal,  state,  and  local 
programs.  The  remaining  47  percent  ($32  billion)  of  total  U.S. 
mental  health  expenditures  in  1996  came  from  private  sources,  with 
nearly  $18  billion  from  private  insurance  [1] In  comparative  terms, 
private  insurance  mental  health  expenditures  represented  only  27 
percent  of  total  U.S.  mental  health  expenditures  in  1996.  In  this  sec¬ 
tion,  we  provide  recent  information  on  the  use  of  contractual  carve- 
outs  among  employer-based  insurance  coverage  plans  in  the  United 
States.  Our  data  sources  for  this  section  are  the  published  data  from 
the  Kaiser/Health  Research  and  Educational  Trust  survey  of 
employer-sponsored  health  benefits  for  1999  and  2000  [31,  32]. 

In  figure  7,  we  show  the  percentage  of  covered  workers  in  plans  that 
carve  out  mental  health  benefits  by  plan  type.  From  1998  through 
2000,  about  one-fifth  of  all  covered  workers  are  in  plans  that  use 
carve-outs  for  providing  mental  health  benefits.  During  the  period, 
carve-outs  are  most  common  among  preferred  provider  organiza¬ 
tions  (PPOs)  and  point-of-service  (POS)  plans.  They  are  less  common 
among  conventional  plans  and  HMOs.  In  terms  of  regional  differ¬ 
ences  in  1999,  employees  in  the  West  were  more  likely  to  have 
employer-based  insurance  plans  that  carved-out  their  mental  health 
benefits,  whereas  the  use  of  carve-outs  was  the  least  common  among 
firms  in  the  South  (see  table  2).  In  addition,  employees  covered 
under  conventional  plans  in  the  South  and  West  had  a  significantly 
lower  chance  of  being  covered  by  a  plan  using  mental  health  carve- 
outs.  Employees  working  for  jumbo  firms  were  more  likely  to  be  cov¬ 
ered  by  a  plan  using  mental  health  carve-outs  than  employees  in 
smaller  firms.  Mental  health  carve-outs  were  most  prevalent  among 


5.  The  remaining  U.S.  mental  health  expenditures  in  1996  predominandy 
represent  out-of-pocket  payments,  which  include  copayments  from 
people  with  private  insurance,  payments  for  uncovered  services,  and 
direct  payments  from  either  the  insured  or  uninsured  [see  1]. 
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POS  plans,  again  particularly  for  jumbo  firms.  Overall,  compared  to 
recent  state  program  trends,  private  sector  plans  appear  to  rely  much 
less  on  the  use  of  mental  heailth  carve-outs. 

Figure  7.  Percentage  of  covered  workers  in  firms  that  carve  out  mental  health  benefits  by  plan 
type,  1998-2000 


Conventional  HMO  PPO  POS  AU  plan  types 

Type  of  insurance  plan 


01998  ■1999  02000 
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Table  2.  Percentages  of  covered  workers  in  firms  that  carve  out  their  mental  health  benefits,  by 
region  and  firm  size,  1999 


Conventional 

HMO 

PPO 

POS 

All  plan  types 

Region 

Northwest 

21 

13 

18 

26 

20 

Midwest 

16 

16 

27 

25 

23 

South 

8* 

17 

14 

27 

17 

West 

15* 

40 

50 

57 

45 

Firm  size 

Small  (3-199  workers) 

17 

13 

15 

14 

14 

Midsize  9200-999  workers) 

n 

11 

30 

14 

21 

Large  (1 ,000-4999  workers) 

10 

15 

15 

12 

14 

Jumbo  (5,000+  workers) 

16* 

31 

29 

52 

35 

All  regions  and  firm  sizes 

14* 

22 

23 

31 

24 

*  Estimate  is  statistically  different  from 

All  Plan  Types  within 

a  plan  type. 

Source:  [31] 
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Models  of  functional  relationships 

Whereas  contractual  models  demonstrate  structural  approaches  to 
behavioral  health  care  delivery  from  the  management  perspective, 
functional  applications  illustrate  specific  ways  in  which  behavioral 
health  is  provided  in  the  clinical  setting.  In  this  section,  we  provide 
examples  of  functional  applications  and  examine  the  nature  of  the 
interactions  between  patient  and  practitioner,  and  between  the  pri¬ 
mary  care  provider  and  mental  health  specialist.  We  present  a  brief 
synopsis  of  each  example  of  the  various  functional  models  that  are 
currently  operating  in  the  public  and  the  private  sector. 

As  shown  in  figure  3,  the  functional  models  representing  clinical 
interactions  between  practitioners  are  the  autonomous,  collabora¬ 
tive,  and  integrated  models.  The  autonomous  approach  is  simply  the 
traditional  practice  in  which  mental  health  specialists  independently 
provide  behavioral  health  services.  In  regard  to  the  operating  defini¬ 
tions  of  collaborative  care  and  integrated  care,  misinterpretation  and 
misuse  are  common.  Collaborative  care  between  the  primary  care 
provider  (PCP)  and  mental  health  specialist  (MHS)  does  not  neces¬ 
sarily  mean  integrated,  nor  is  “communication”  among  providers 
even  “coordinated.”  Strosahl  [33]  helps  to  clarify  this  by  providing  a 
list  of  distinguishing  differences  between  collaborative  and  inte¬ 
grated  care  from  several  different  “dimensions.”  Table  3is  an  adapted 
version  of  his  definitions.  The  primary  provider  in  a  collaborative 
care  setting  would  either  be  the  PCP  or  psychiatric  therapist  working 
in  coordination  with  the  PCP;  in  integrated  care  delivery,  the  primary 
provider  is  a  team  consisting  of  the  PCP  and  mental  health  specialist 
working  side  by  side.  Note  the  differences  under  the  patient’s  per¬ 
spective,  location,  and  team  identification  dimensions  in  table  3.  The 
patient  does  not  perceive  that  he/ she  is  receiving  a  separate  service. 
Integrated  care  is  not  necessarily  one  of  co-location  (e.g.,  in  another 
wing,  on  a  different  floor,  or  an  adjacent  building)  but  where  provid¬ 
ers  are  at  the  same  medical  practice  area/office. 
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Table  3.  Distinguishing  characteristics  of  integrated  and  collaborative  models 


Dimension 

Main  provider 

Collaborative  care 

PCP  or  therapist 

Integrated  care 

PCP  and  therapist 

Mission 

Provide  specialty  mental  health 
care  while  keeping  health  care 
providers  "in  the  loop" 

Provide  a  primary  care  service 
addressing  behavioral  health 
issues 

Location 

In  separate  location  orco-located 
in  "mental  health  wing" 

In  medical  practice  area 

Service  modality 

Therapy  session 

Consultation  session 

Team  identification 

"One  of  them" 

"One  of  us" 

Referral  statement 

"Co  see  a  specialist  1  work  with 
in  the  mental  health  wing" 

"Co  see  one  of  our  primary  care 
team  members  who  helps  out 
with  these  kind  of  issues" 

Philosophy  of  care 

Behavioral  health  is  a  specialty 
service  done  outside  the  context 
of  routine  health  care 

Behavioral  health  is  part  of  the 
process  of  general  health  care 

Patient's  perspective 

Receive  a  separate  service  from  a 
specialist  who  is  in  close  collabo¬ 
ration  with  a  health  care  provider 

Looks  like,  feels  like  a  routine 
aspect  of  care 

Source:  [33] 


Primary  mental  health  services  follow  a  continuum  of  care  that  is 
based  on  the  complexity  of  the  health  problem  and  the  percentage 
of  the  primary  care  population  that  will  use  the  service  (table  4).  The 
behavioral  health-consultation  makes  up  the  bulk  of  the  visits  (60  per¬ 
cent)  and  is  the  foundation  of  integrated  primary  care.  The  visit  inter¬ 
val,  15-30  minutes,  matches  the  pace  of  primary  care.  The  integrated 
care  level  is  for  high-frequency  and/or  high-cost  primary  care  popu¬ 
lations.  The  treatments  are  highly  condensed  and  specialized  to  cor¬ 
respond  with  the  fast  work  pace  in  the  primary  care.  The  co¬ 
management  of  patients  by  PCP  and  mental  health  consultant  allow 
higher  volume.  The  specialty  consultation  level  handles  patients 
with  chronic  mental  health  problems  and/or  physical  problems. 
These  are  managed  in  the  primary  care  setting  and  require  a  longer 


26 


period  of  time  to  treat.  Service  is  consultative  in  nature;  visits  are  brief 
(15-30  minutes),  infrequent,  and  predictable  over  time. 


Table  4.  Levels  of  primary  mental  health  care 


Level  of  care 
Behavioral  health 
consultation 


Integrated  care 
programs 


Specialty  consultation 


Source:  [33] 


Percentage  of  primary 

care  populations  Key  service  characteristics 

60  Brief,  general  in  focus;  oriented 

on  a  specific  referral  issue  from 
health  care  provider.  Designed  to 
enhance  effectiveness  of  psycho¬ 
social  and  mediation  interven¬ 
tions  by  health  care  provider. 
Exclusively  consultative  In 
nature. 

30  Usually  focused  on  high-cost 

and/or  high-frequency  condi¬ 
tions.  Employs  temporary  co¬ 
management  approach;  ultimate 
goal  is  to  return  care  in  toto  to 
health  care  provider.  Program 
structure  is  manualized,  with 
condensed  treatment  strategies; 
emphasis  is  on  patient  education 
and  self-management  strategies. 

1 0  Reserved  for  high-utilizers  and 

multi-problem  patients.  Emphasis 
is  on  containing  excessive  medi¬ 
cal  utilization,  giving  providers 
effective  behavioral  manage¬ 
ment  strategies  and  community 
resource  case  management.  Goal 
is  to  maximize  daily  functioning 
of  patient,  not  necessarily  symp¬ 
tom  elimination. 
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Examples  of  functional  models 


The  best  way  to  understand  the  linkage  between  PCPs  and  mental 
health  clinicians  is  to  examine  current  applications.  We  have  many 
examples  of  independent  models  because  they  are  the  traditional 
methods  of  mental  health  care  delivery.  There  are  fewer  examples  of 
collaborative  approaches  and  even  fewer  of  integrated  models. 
Although  integrated  behavioral  health  care  is  still  new  territory,  suffi¬ 
cient  examples  are  operating  across  the  country  to  provide  a  picture 
of  different  experiences.  Health  insurance  plans,  large  employers, 
and  various  organizations  have  developed  and  implemented  pilot/ 
demonstration  programs  to  integrate  services.  We  have  compiled  a 
list  of  current  examples  from  the  civilian  sector  (table  5).  The  first 
group  described  is  state  plans,  followed  by  a  group  of  private  employ¬ 
ers  that  offer  generous  mental  health  care  benefits.  Next,  we  describe 
health  insurance  plans  that  operate  with  private  employers  or  in  con¬ 
junction  with  the  states.  Last,  we  present  several  progressive  models 
that  work  closely  with  community  organizations/leadership. 


Table  5.  Examples  of  functional  relationship  models 

Autonomous/ 

independent 

State  experience 

Massachusetts  x 

Oregon  x 

New  Mexico 


Collaborative/ 

consultative  Integrated/joint 


X 


Private  employers 

AT&T 

Kodak 

General  Motors 
American  Airlines 
Delta  Airlines 


X 

X 

X 

X 


Health  insurance/plans 
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Table  5.  Examples  of  functional  relationship  models  (continued) 


Kaiser  Permanente  (KP)-  Colorado 
region 

KP-Georgia  region 
KP-North  Carolina  region 
KP-Massachusetts  region 

KP  Group  Health  NW  Washington/ 

Idaho  regions 

KP  Group  Health  NW  Oregon/ 

Washington  regions 

KP  -  Northern  California 
KP  -  Southern  California 

Group  Health  Cooperative  of  Puget 
Sound 

Aetna  US  Healthcare 
BCBS/Raytheon  of  MA 
Allina  Health  System 
Foundation  Health  Systems,  Inc. 

Choicehealth 

Group  Health  Cooperative  /US  West 
Company 

Community  and  Qther_43rQgrams 

Integrated  healthcare  partners  (IHP) 

Assertive  Community  Treatment  (ACT)  x 

Religious  institutions  x 

State  experience 

Only  three  states — Massachusetts,  New  Mexico,  and  Oregon — 
finance  statewide,  mandatory,  close-to-comprehensive,  and  “inte¬ 
grated”  programs  for  all  Medicaid  beneficiaries.  New  Mexico  requires 
HMOs  to  partner”  with  providers  experienced  with  delivering  behav¬ 
ioral  health  services,  such  as  a  Behavioral  Health  Managed  Care 
Organization  (BHMCO);  Massachusetts  and  Oregon  contract  with 
both  integrated  and  carve-out  plans.  Although  these  states  are  consid¬ 
ered  integrated,  it  is  by  contractual  terms  only.  They  are  not  entirely 


Autonomous/ 

independent 


Collaborative/ 

consultative 


Integrated/joint 
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functionally  integrated  (at  the  clinic  level)  but  are  the  three  states 
that  have  the  most  potential  in  moving  toward  clinical  integration. 

The  Massachusetts  Division  of  Medical  Assistance  (DMA)  recently 
included  program  standards  in  its  HMO  contracts  and  assigned  man¬ 
agement  for  this  part  of  the  HMO  contract  to  Medicaid's  Behavioral 
Health  Unit  [22].  They  are  only  beginning  to  collect  data  to  analyze 
the  HMOs’  provision  of  behavioral  health  care.  DMA  also  recently 
issued  a  request  to  seek  input  on  a  potential  model  for  integrated 
management  of  both  the  behavioral  health  carve-out  and  a  primary 
care  provider  network.  In  the  meantime,  DMA  required  that  all  plans 
develop  a  communication  protocol  for  informing  PCPs  of  a  mem¬ 
ber's  hospitalization,  discharge  plan,  and  medication  regimen.  Mas¬ 
sachusetts  is  also  developing  consensus  guidelines  for  the  treatment 
of  depression  in  primary  care  settings. 

The  Oregon  statewide  health  plan  that  began  in  1994  treated  mental 
illness  treatment  equitably  with  general  medical  conditions.  The  plan 
has  a  prioritized  list  of  covered  conditions  with  mental  health  care 
capitation.  The  state's  role  has  changed  from  directly  managing 
mental  health  services  to  being  primarily  a  purchaser,  setting  up  con¬ 
tracts  with  MCOs.  The  behavioral  health  benefit  is  separate  from  gen¬ 
eral  health. 

Currently,  only  New  Mexico  has  any  kind  of  “collaboration”  among 
providers.  It  is  the  sole  state  with  a  contractual  carve-in  plan  in  which 
HMOs  are  required  to  identify  and  partner  with  providers  that  are 
experienced  with  providing  behavioral  health  services  [22]. 

Large  private  employers 

Almost  all  large  employers  cover  MHSA  services;  however,  not  many 
offer  parity  [35].  Most  of  the  seven  employers'  health  plans  we  exam¬ 
ine  operate  under  a  referral  system  in  which  mental  health  specialists 
operate  independently.  These  employers,  which  we  selected  based  on 
available  information  and  on  their  generous  health  plans  of  near  par¬ 
ity,  have  systems  and  requirements  for  pre-approval  of  treatment  as 
conditions  for  their  network  benefit,  as  well  as  provisions  for  triage 
and  assessment,  using  such  systems  as  case  managers,  diagnostic  and 


6.  For  more  information  on  case  weighting,  see  [34] . 
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referral  agencies,  and  employee  education  programs  (EAP)  [36]. 
Employers  recognize  the  prevalence  of  co-occurring  substance  abuse 
and  mental  illness.  Thus,  they  have  made  provisions  for  referral  from 
the  initial  treating  entity — for  example,  from  an  inpatient  detoxifica¬ 
tion  treatment  center  to  a  mental  health  provider.  In  the  case  of  co¬ 
occurring  mental  illness  and  substance  abuse,  employers  made 
efforts  to  establish  procedures  to  provide  for  a  “hand-off’  from  an  ini¬ 
tial  or  primary  treatment  provider  to  a  specialist.  None,  however,  use 
integrated  treatment  programs  as  part  of  their  health  plans. 

Employers  noted  frequent  problems  with  coordination  between  pri¬ 
mary  care  physicians  and  the  managed  behavioral  health  providers. 
Some  of  the  coordination-of-care  issues  are  the  result  of  employee 
confidentiality  concerns  barring  information  sharing.  AT&T  stated 
that  primary  care  physicians  sometimes  do  not  recognize  symptoms 
of  depression  or  other  mental  illness  or  substance  abuse  [35].  Also 
they  claim  that,  when  PCPs  do  recognize  such  symptoms,  the  pre¬ 
scribed  treatment  is  not  consistent  with  AHCPR  guidelines.  Kodak 
described  concerns  about  the  quality  and  clinical  appropriateness  of 
psycho-pharmacotherapy  when  provided  by  PCPs  rather  than  mental 
health  or  substance  abuse  professionals  [35]. 

To  ensure  that  referrals  are  appropriate,  American  Airlines  and  Gen¬ 
eral  Motors  do  not  make  the  list  of  network  providers  available  to 
employees.  They  require  involvement  of  their  care  referral  profes¬ 
sionals.  Similarly,  Delta  Airlines  requires  a  face-to-face  assessment  and 
care  treatment  plan  provided  by  its  central  diagnostic  and  referral 
agencies  before  admission  for  inpatient  care.  Under  Kodak's  referral 
system,  employees  must  call  the  mental  health  network  to  receive 
referrals  to  providers  within  a  geographic  area.  Kodak  uses  its  EAP 
professionals  to  coordinate  treatment  for  employees  with  substance 
abuse  disorders.  Once  substance  abuse  inpatient  treatment  is  com¬ 
pleted,  the  employee  is  referred  for  mental  health  treatment  [36]. 

People  often  do  not  access  services  or  use  network  providers  because 
of  the  stigma  attached  to  mental  illness  and  substance  abuse  [36]. 
Employers  continue  to  encourage  employees  to  use  needed  services 
through  employee  education  programs,  such  as  depression  screen¬ 
ing.  Private  employers  agree  that  there  are  still  significant  barriers  to 


achieving  quality  mental  health  and  substance  abuse  care,  most  nota¬ 
bly  stigma,  lack  of  coordination  of  treatment  with  primary  care,  the 
need  to  ensure  that  people  with  addictions  receive  followup  and 
aftercare  treatment,  and  the  need  to  address  co-occurring  mental 
and  addiction  disorders.  Some  health  plans  have  addressed  these 
issues  by  stationing  behavioral  health  case  managers  in  primary  care 
clinics  to  provide  ongoing  consultation  on  diagnosis  of  mental  illness 
and  substance  abuse,  as  well  as  appropriate  pharmacological  treat¬ 
ment.  In  summary,  private  employers'  mental  health  plans  are  char¬ 
acterized  by  autonomous  delivery  of  care  with  the  exception  of  GM 
offering  a  kind  of  “consultative”  care. 

Private  health  insurance  plans 

Two  health  insurance  plans,  Kaiser  Permanente  (KP)  and  Group 
Health  Cooperative  of  Puget  Sound,  have  made  great  strides  in  their 
attempts  to  integrate  clinical  services  in  behavioral  health  [14].  KP 
(Kaiser  Foundation  Health  Plan,  Inc.)  is  a  not-for-profit  health  main¬ 
tenance  organization,  serving  8  million  members  in  California,  Colo¬ 
rado,  Georgia,  Hawaii,  Kansas,  Maryland,  Missouri,  Ohio,  Oregon, 
Virginia,  Washington,  and  the  District  of  Columbia  [37] .  KP  is  cur¬ 
rently  studying  the  effects  and  benefits  of  integration  via  a  pilot  pro¬ 
gram  called  the  Integrated  Care  Program  [14].  KP’s  principles  of 
integrating  mental  health,  chemical  dependency,  and  primary  care 
focused  on  case  finding,  communication,  specialized  program,  edu¬ 
cation,  and  data  systems  [31,  38].  The  following  is  a  description  of 
KP's  activity  in  integrating  clinical  services  by  states  or  regions  [14]. 

Table  6  is  a  compilation  of  examples  of  functional  integration 
approaches  detailing  collaboration  focus  areas,  staffing/location 
issues,  time/duties  of  mental  health  specialists,  and  preliminary 
results  of  these  integration  projects. 
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Table  6.  Examples  of  collaboration  approaches  of  functional  integration,  among  selected  private  health  insurance 
plans  (continued) 
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KP-Colorado 


A  pilot  program  in  Colorado  called  Integrated  Care  Program  places 
two  mental  health  clinicians  into  the  Family  Practice  and  Internal 
Medicine  Departments.  These  mental  health  clinicians  meet  each 
week  with  the  medical  staff  and  the  department  head  to  discuss 
patients,  medication,  and  collaboration  issues.  They  spend  30  per¬ 
cent  of  their  time  with  medical  staff  and  the  rest  of  the  time  on  direct 
patient  care.  After  3  months  of  this  pilot  study,  medical  staff  and 
patients  indicated  satisfaction  with  the  program.  Patients  also  had  a 
clinically  significant  decrease  in  depressive  and  anxiety  symptoms. 

KP-Georgia 

One  of  the  aims  in  the  Georgia  region  is  to  include  a  behavioral 
health/ chemical  dependency  clinician  on  the  Health  Care  Team, 
which  is  called  the  Primary  Care  Services  Health  Care  Team.  The 
mental  health  clinician’s  role  is  to  assist  the  primary  care  physician 
with  the  following  activities: 

•  Identify  behavioral/ chemical  dependency  problems. 

•  Provide  ongoing  education. 

•  Act  as  consultant. 

•  Facilitate  referrals  to  MHSA  programs. 

•  Improve  patient's  adherence  to  treatment  regimens. 

•  Manage  difficult  patients. 

•  Provide  direct  treatment. 

KP-Georgia  also  developed  an  Integration  Committee  and  a  bro¬ 
chure  to  be  distributed  to  patients  on  the  Behavioral  Health  Services 
within  Primary  Care  Services.  It  is  developing  a  pilot  project  to  have 
mental  health  specialists  and  primary  care  physicians  jointly  lead 
group  visits  for  high-use  patients. 

KP  Northeast  Division-Massachusetts 

The  current  Northeast  Division  consists  of  staff  from  the  former 
Northeast  Permanente  Medical  Behavioral  Group  and  the  Commu¬ 
nity  Health  Plan  in  Massachusetts.  Health-center-based  staff  and  an 


“affiliated  network”  of  behavioral  health  clinicians  make  up  the 
Behavioral  Health  Care  Services  delivery  system  in  the  ElP-Massachu- 
setts  region.  Affiliates  may  be  in  private  individual  or  group  practice. 

Behavioral  health  care  clinicians  serve,  in  adjunct  positions,  along 
vdth  primary  care  physicians  to  care  for  patient  panels,  known  as  the 
Health  Care  Team.  Some  behavioral  health  care  clinicians  are  located 
in  the  primary  care  setting  to  work  with  this  Health  Care  Team.  The 
Personal  Health  Improvement  Program  (PHIP)  is  managed  by  both 
primary  care  clinicians  and  behavioral  health  clinicians.  PHIP  serves 
patients  who  display  somatic  symptoms  and  have  chronic  physical  ill¬ 
ness.  Positive  results  have  been  indicated:  improved  health  status  and 
more  appropriate  utilization. 

KP-North  Carolina 

In  two  of  its  market  areas,  the  Carolina  Permanente  Medical  Group 
has  placed  behavioral  health  staff  in  its  Primary  Care  offices.  A  thera¬ 
pist  works  at  two  satellite  Primary  Care  Offices  two  days  a  week  each 
in  the  Central  Carolinas  market.  In  the  Triangle  market  region,  a  psy¬ 
chiatrist  and  therapist  are  based  at  a  Medical  Office.  They  have  been 
working  with  primary  care  clinicians  for  2  years  providing  Mental 
Health  Department  Services  and  consultation  to  the  Primary  Care 
Team.  They  have  applied  for  funding  from  the  KP  Depression  in  Pri¬ 
mary  Care  Project  to  conduct  depression  screenings  for  patients  who 
have  cardiac  disease  and  diabetes. 

KP-Washington/ldaho 

This  Group  Health  Northwest  division  serves  southern,  central,  and 
eastern  Washington  and  Idaho  using  a  combined  staff  and  network 
delivery  model.  In  six  of  the  seven  health  centers,  a  behavioral  health 
specialist  works  as  direct  liaison  to  the  primary  care  physician.  These 
specialists  carry  pagers  and  can  be  called  on  by  primary  care  physi¬ 
cians  to  see  patients  in  the  examination  rooms.  The  primary  care  phy¬ 
sician  may  or  may  not  be  present.  Behavioral  health  specialists  can 
make  a  referral  to  and  a  patient's  appointment  with  the  Behavioral 
Health  Services  Department.  They  believe  that  this  integration  is 
“useful,  and  promotes  quality  of  care  and  efficiency.” 
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KP-Oregon/Washington 

The  integration  of  Behavioral  Mental  Health  and  Primary  Care  Ser¬ 
vices  in  this  region  includes  the  following: 

•  Placement  of  behavioral  health  teams  at  multiple  full-service 
primary  care  office  sites 

•  Development  of  consultation  services  by  chemical  dependency 
staff  at  the  three  largest  community  hospitals 

•  Introduction  of  integrated  electronic  information  systems 

•  Staff-based  delivery  models 

•  A  “mind  phone” — a  consultation  line  for  patients  to  ask  ques¬ 
tions  of  a  psychiatrist,  even  at  the  primary  care  office 

•  A  pilot  program  integrating  mental  health  clinicians  into  two 
primary  care  modules  at  one  clinic — a  third  of  their  time  is 
spent  on  consultation. 

KP-Northern  California 

In  1992  a  project  called  the  Psychiatry  Model  of  Care  (PMOC)  was 
developed  to  integrate  mental  health  and  primary  care.  The  Adult 
Primary  Care  team  responsible  for  mental  health  care  was  to  include 
physicians,  nurse  practitioners,  medical  assistants,  nurses,  a  manager, 
a  behavioral  health  specialist,  a  health  educator,  and  a  physical  ther¬ 
apist.  This  multidisciplinary  group  works  jointly  in  the  same  place 
and  is  the  core  of  the  program  [31]. 

KP-Southern  California 

The  southern  California  region  of  Kaiser  Permanente  serves  2.5  mil¬ 
lion  members  from  San  Diego  to  Bakersfield.  It  operates  a  collabora¬ 
tive  style  of  integration  in  delivering  mental  health  services.  This 
includes  telephone  collaboration,  teleconferencing,  and  ongoing 
dialogfue  for  exchange  of  information  between  primary  care  provid¬ 
ers  and  mental  health  specialists.  The  collaborative  process  is  still  in 
development  [40]. 


Group  Health  Cooperative  (GHC) 

Group  Health  Cooperative  of  Puget  Sound  is  a  not-for-profit  man¬ 
aged  health  care  group  serving  more  than  30  counties  in  Washington 
and  5  counties  in  Idaho.  The  organization  is  owned  by  its  nearly 
700,000  members  [41].  Members  may  participate  in  HMO,  PPO,  or 
point-of-service  health  plans.  Group  Health  Cooperative  has  allied 
with  Virginia  Mason  Medical  Center  to  share  medical  centers  and 
hospitals.  The  Behavioral  Health  Services  coordinates  all  mental 
health  services  and  chemical  dependency  care  for  Group  Health 
patients.  Simon  and  VonKorff  [12]  discussed  a  study  by  GHC  that 
found  positive  results  with  an  integrated  program.  Strosahl  [33]  and 
Johnson  et  al.  [42]  have  also  cited  GHC  as  a  sound  model  for  drawing 
lessons  on  integration.  Their  Program  for  Depression  Care  is  aimed 
at  enhancing  behavioral  health  consultation  services  onsite  in  the  pri¬ 
mary  care  clinic  to  assist  primary  care  physicians. 

Group  Health  Cooperative/US  West  Company 

Cooperative  and  US  West  Company  is  an  example  of  a  collaborative/ 
consultation  model.  US  West  is  a  telecommunications  company  that 
offers  health  benefits  through  GHC.  The  company  operates  in  14  states 
from  the  upper  Midwest  through  the  Rocky  Mountain  region  to  the 
Pacific  Northwest.  They  have  made  efforts  to  build  a  collaborative 
model  linking  primary  care  and  mental  health  specialists  to  address 
high  users  of  behavioral  health  care.  A  behavioral  health  clinician 
serves  as  liaison  between  US  West  and  the  primary  care  clinic  [42] . 

Aetna,  Inc. 

Aetna  follows  an  autonomous  delivery  model.  The  company  provides 
group  and  individual  health  care  products  through  Aetna  US  Health¬ 
care  [43].  In  most  areas,  certain  behavioral  health  care  services  (e.g., 
treatment  or  care  for  mental  disease  or  illness,  alcohol  abuse  and/or 
substance  abuse)  are  managed  by  an  independently  contracted  orga¬ 
nization.  This  organization  makes  initial  coverage  determinations 
and  coordinates  referrals;  any  behavioral  health  care  referrals  will 
usually  be  made  to  providers  affiliated  with  the  organization,  unless 
patient  needs  for  covered  services  extend  beyond  the  capability  of 
these  providers.  As  an  Aetna  US  Healthcare  HMO,  Quality  Point  of 
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Service  (QPOS),  or  USAccess  plan  member,  to  receive  maximum 
benefits,  northern  California  members  must  consult  their  PCP  before 
accessing  care  (for  plan  benefits)  by  using  a  list  of  network  providers. 
The  PCP  will  refer  the  member  to  the  appropriate  provider  associ¬ 
ated  with  his/her  PMG  or  IPA.  Magellan  Behavioral  Health  provides 
mental  health  benefits  for  Aetna  US  Healthcare  HMO  and  QPOS^ 
members  in  Massachusetts,  without  the  need  for  members  to  attain  a 
referral  from  their  PCP. 

BCBS/Raytheon 

The  Blue  Cross  and  Blue  Shield  (BCBS)  Association  coordinates 
more  than  45  chapters  that  provide  health  insurance  to  almost  75  mil¬ 
lion  Americans  through  HMDs,  preferred  provider  organizations, 
point-of-service  plans,  and  fee-for-service  plans.  To  compete  with 
managed  care  employers  that  can  reject  poor  insurance  risks.  Blues 
are  merging  within  the  national  alliance,  creating  for-profit  units, 
forming  Joint  ventures  with  for-profit  providers,  or  dropping  their 
not-for-profit  status  and  going  public  [44] . 

Mental  health  care  is  “carved  in”  with  general  health  care,  making 
wellness  and  prevention  integrated  in  BCBS  plans  [45] .  Their  con¬ 
cept  of  integration  involves  co-location  of  medical  and  behavioral 
health  professionals  working  on  the  same  team.  The  goals  of  the  team 
are  to  collaborate,  strategize  with  patient  and  providers,  hold  joint 
physician/psychiatry  consultations,  ensure  multidisciplinary  team 
communication  and  coordinate  services  through  joint  case  manage¬ 
ment  [45]. 

Collectively,  BCBS  plans  provide  health  care  coverage  for  people  in 
the  50  states,  the  District  of  Columbia,  and  Puerto  Rico.  This  repre¬ 
sents  27  percent  of  the  U.S.  population.  BCBS  operates  the  nation's 
largest  new  medical  technology  evaluation  program,  known  as  the 
Technology  Evaluation  Center  (TEC).  TEC  recently  won  an  unprec¬ 
edented  contract  to  provide  technology  assessments  for  the  Civilian 


7.  Quality  Point  of  Service  Program  covers  medical  expenses  whether  a 
member  visits  an  Aetna  US  Healthcare  participating  provider  or  an  out- 
of-network  doctor  or  hospital. 


Health  and  Medical  Program  of  the  Uniformed  Services  (CHAM- 
PUS),  making  TEC  the  primary  technology  assessment  resource  for 
both  the  public  and  private  sectors  [46]. 

Allina  Health  System  (AHS) 

Allina’s  practice  ostensibly  operates  an  integrated  model.  AHS  is  a 
not-for-profit  integrated  health  system.  It  covers  approximately  1  mil¬ 
lion  people  in  Minnesota,  western  Wisconsin,  eastern  North  Dakota, 
and  South  Dakota.  It  has  designed  its  mental  hetilth  services  delivery 
to  complement  its  three  regions.  The  integration  model  is  site  based 
and  includes  multiple  specialties.  A  full-time  Ph.D.  psychologist  is 
hired  by  the  PCPs  in  the  clinics  of  one  region.  In  another  region,  doc¬ 
toral  and  master  level  therapists  are  hired  to  work  in  the  clinics  [47] . 

Foundation  Health  Systems^  Inc. 

The  company  provides  managed  health  care  and  other  medical  cov¬ 
erage  to  more  than  5  million  members  residing  in  Arizona,  Califor¬ 
nia,  Florida,  and  select  states  of  the  Northeast.  Through  its 
subsidiaries,  Foundation  Health  Systems  offers  HMOs,  PPOs,  and 
Medicare  HMOs,  along  with  behavioral  health,  dental,  vision,  and 
prescription  benefit  management  plans.  The  company  also  provides 
health  care  coverage  for  military  and  other  government  personnel 
and  their  dependents  through  TRICARE  contracts  [48].  Foundation 
Health  Systems  follows  an  autonomous  delivery  model. 

Choicehealth 

The  Primary  Care  Physician  Direct  Referral  Program  develops  rela¬ 
tionships  between  primary  care  practices  and  behavioral  health  pro¬ 
viders  by  permitting  physicians  the  option  to  bypass  ChoiceHealth 
and  make  direct  referrals  to  ChoiceHealth's  contracted  group  prac¬ 
tice.  ChoiceHealth  includes  behavioral  health  practices  in  its  network 
that  had  referral  relationships  with  primary  care  clinicians  [49]. 
Choicehealth  follows  an  autonomous  delivery  model. 
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Summary  of  health  insurance  plans 

Because  “integration”  is  more  ambiguous  than  the  other  two  types  of 
designs  and  is  still  being  explored  by  health  insurance  companies, 
there  were  more  examples  representing  integrated  programs 
selected  for  this  section.  In  reality,  most  health  insurance  plans  have 
autonomous,  and  even  fewer  have  collaborative,  functional  designs. 
Statistically  significant  results  are  not  yet  available,  but  some  positive 
preliminary  results  show  [14]: 

•  A  decrease  in  depressive  and  anxiety  symptoms  as  measured  by 
the  ZUNG  scales  of  severity 

•  High  levels  of  patient  satisfaction  with  care 

•  Increased  numbers  of  the  diabetic  population  being  treated  for 
depression 

•  Quality  promoted  and  improved 

•  Increase  in  efficiency  of  care 

•  Reduction  in  costs  and  length  of  in-hospital  stay. 

The  integration  programs  are  still  in  the  pioneering  stage,  and  few 
data  have  been  gathered  on  program  effectiveness.  However,  initial 
internal  evaluations  indicate  promising  results.  Over  the  next  few 
years,  after  the  programs  have  had  time  to  mature,  more  comprehen¬ 
sive  evaluations  will  be  undertaken  to  empirically  document  results. 

Community  and  other  programs 

This  section  details  several  dynamic  programs  that  serve  to  integji^te 
mental  health  care  in  the  community  and  with  other  advocacy 
groups.  These  programs  are  Integrated  Healthcare  Partners  [50], 
Assertive  Community  Treatment  [51,  52,  53,  54]  and  various  reli¬ 
gious-based  community  support  programs  [55] . 

Integrated  Healthcare  Partners  (IHP)/KPS 

Kitsap  Physician  Services  has  over  80,000  members  in  the  Kitsap  and 
Olympic  peninsulas  of  the  western  region  of  Washington  State.  PHS 
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hired  Integrated  Healthcare  Partners  to  implement  and  evaluate  a 
turnkey  managed  behavioral  health  program.  Their  guiding  princi¬ 
ple  was  to  deliver  innovative,  community-based  services  that  inte¬ 
grated  MHSA  services  with  medical  care  [50].  Stated  program  goals 
included  improving  access  to  care,  increasing  the  quality  of  care,  and 
improving  on  the  communication  of  behavioral  health  clinical  out¬ 
comes  to  PCPs  and  specialty  physicians.  To  integrate  services,  they 
employed  three  clinicians  to  serve  as  Clinical  Case  Managers  (CCM): 
a  Ph.D.  specialist  in  substance  abuse  treatment,  a  staff  nurse  from  the 
local  inpatient  psychiatric  unit,  and  a  licensed  social  worker.  First-year 
program  results  include  a  50-percent  increase  in  patient  access,  a 
decrease  in  the  average  length  of  stay  (ALOS)  as  well  as  a  decrease  in 
the  number  of  bed  days  per  1,000  and  rates  of  recidivism,  and  an 
increase  in  observed  patient  satisfaction  levels.  In  addition,  KPS  also 
saved  nearly  $20,000  in  medical  claims  in  the  program’s  first  year  of 
operation. 

Assertive  Community  Treatment  (ACT) 

The  council  for  the  Accreditation  of  Rehabilitation  Facilities  (CARF) 
defines  ACT  as  a  multidisciplinary  team  approach  that  assumes 
responsibility  for  directly  providing  acute,  active,  and  ongoing  com¬ 
munity-based  psychiatric  treatment,  assertive  outreach,  rehabilita¬ 
tion,  and  support  [22].  Assertive  Community  Treatment  (ACT), 
Program  for  Assertive  Community  Treatment  (PACT),  Training  in 
Community  Living  (TCL),  and  Mobile  Treatment  are  synonymous. 
These  programs  provide  psychosocial  services  directed  primarily  to 
adults  with  severe  and  persistent  mental  illness,  who  often  have  co¬ 
occurring  problems,  such  as  substance  abuse,  homelessness,  and 
involvement  with  the  judicial  system.  These  organizations  play  an 
increasing  role  in  supporting  mental  health  and  chemical  depen¬ 
dency  service  delivery.  A  program  of  Assertive  Community  Treatment 
is  a  self-contained  clinical  team  that: 

•  Assumes  responsibility  for  directly  providing  needed  treat¬ 
ment,  rehabilitation,  and  support  services  to  identified  clients 
with  severe  and  persistent  mental  illnesses 

•  Minimally  refers  clients  to  outside  service  providers 
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•  Provides  services  on  a  long-term  care  basis  with  continuity  of 
caregivers  over  time 

•  Delivers  75  percent  or  more  of  the  services  outside  program 
offices 

•  Emphasizes  outreach,  relationship  building,  and  individualiza¬ 
tion  of  services. 

The  clients  to  be  served  are  individuals  who  have  severe  symptoms 
not  effectively  remedied  by  available  treatments  or  who,  because  of 
reasons  related  to  their  mental  illnesses,  avoid  involvement  with 
mental  health  services.  The  team  leader,  program  psychiatrist,  pro¬ 
gram  assistant,  and  multidisciplinary  staff  are  to  ensure  service  quality 
and  helpful  and  respectful  services  to  program  clients  [22].  Because 
ACT  is  a  vddely  recognized  and  respected  model,  state  after  state  is 
adopting  this  community  approach  [52]. 

Organizing  mental  health  delivery  services  following  ACT  principles 
has  been  found  to  be  a  cost-effective  approach  to  behavioral  health 
care  by  the  Department  of  Health  and  Human  Services,  SAMHSA, 
and  the  CMHS  [53].  For  example,  the  Wisconsin  ACT  program  has 
shown  that  patients  were  significantly  more  satisfied  with  their  care 
after  implementation  [51].  The  Wisconsin  group  also  had  fewer  psy¬ 
chiatric  hospital  days,  overall  greater  symptom  improvement,  and 
demonstrated  that  patients  were  unemployed  for  shorter  durations 
and  earned  higher  salaries  through  competitive  employment.  Lastly, 
they  indicated  enhanced  levels  of  functioning. 

Religious  institutions 

Recent  research  [55]  shows  that  there  is  support  for  collaboration 
between  mental  health  organizations  and  religious  institutions  in 
delivering  effective  mental  health  care.  Religious  groups  provide  sup¬ 
port  to  achieve  expanded  services,  facilitate  discharge,  assist  in  client 
normalization,  decrease  stigmatization,  build  social  support  net¬ 
works,  conduct  preventive  intervention,  and  reduce  fear.  A  program 
in  Minnesota  showed  numerous  interactions  with  Lutheran 
churches.  Newjersey’s  “social  club”  meets  weekly  and  provides  sup¬ 
port  to  members  who  received  clinical  treatment.  This  partnership 
between  the  congregation's  rabbi  or  minister  and  mental  health  com- 


munity  services  aimed  to  increase  empowerment  and  fulfillment.  The 
Congregational  Support  Program  in  Missouri  provides  handouts 
giving  directions  for  planning  a  program.  Although  there  are  few 
examples  demonstrating  the  collaboration  between  mental  health 
and  religious  institutions,  these  models  of  partnerships  are  auspicious 
and  show  potential  for  collaboration  with  clergy. 

Summary  of  community  and  other  programs 

These  programs  indicated  that  involvement  with  the  community 
makes  significant  impact.  The  IPS  and  ACT  approach  is  to  provide 
care  from  a  team  level  perspective  with  the  inclusion  of  a  psychiatrist 
on  the  team.  The  types  of  care  and  guiding  principles  of  the  ACT 
model  are  mobility,  assertiveness,  and  continuity.  The  ACT  model, 
although  popular,  is  not  accepted  by  all  clients,  particularly  the 
severely  mentally  ill  patients  [52] .  There  are  positive  results,  however, 
including  reduction  of  symptoms,  patient  satisfaction,  and  function¬ 
ing  [51,  56],  that  make  it  worthwhile  to  imitate  these  community- 
based  programs.  Lastly,  partnerships  with  religious  institutions  in  the 
civilian  sector  show  the  importance  and  impact  of  the  clergy.  The 
Navy’s  chaplains  currently  play  an  instrumental  role  in  their  assis¬ 
tance  in  mental  health  care. 
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Models  of  educational  linkages 

Overview 


This  section  will  focus  on  the  education  of  practitioners,  although  the 
education  of  patients  and  families  is  also  important  for  improved 
behavioral  healthcare. 

Models  of  interaction  between  psychiatrists  and  primary  care  in  the 
outpatient  setting  originated  in  Great  Britain  and  were  termed 
“attachment-liaison.”  In  the  U.S.  the  interaction  is  known  as  “consul¬ 
tation-liaison.”  According  to  Schuyler  and  Kimberly  [28],  the  ulti¬ 
mate  liaison  is  to  have  a  mental  health  specialist  in  the  primary  care 
setting.  One  major  result  is  mutual  education  and  learning  among 
providers.  It  is  not  surprising  that  Great  Britain  has  been  a  leader  in 
establishing  practitioner  educational  models  that  link  primary  care 
and  mental  health.  There  is  not  a  plethora  of  educational  models  in 
the  published  literature,  but  we  have  identified  some  valuable  exam¬ 
ples.  We  highlight  salient  aspects  of  12  educational/training  pro¬ 
grams:  3  from  Great  Britain,  8  in  the  United  States,  and  1  in  the 
Netherlands.  Results  of  the  evaluations  of  the  educational  programs 
for  each  study  are  cited  if  available. 

Examples  of  educational/training  programs 

Great  Britain 

Ratcliffe  et  al.  [29]  recently  published  their  study  on  psychiatric  train¬ 
ing  of  family  doctors.  They  reviewed  a  training  course  designed  to 
train  family  doctors  in  the  recognition  and  management  of  common 
problems  in  primary  care.  The  8-day  course  consisted  of  workshops 
facilitated  by  psychiatrists  and  general  practitioners.  Teaching  tools 
included  lectures,  demonstrations,  videotape  demonstrations,  small 
group  work,  case  presentations,  and  role-play.  Results  showed  that 
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there  was  improvement  in  communication  skills,  and  the  ability  for 
PCPs  to  access  resources  and  detect  psychiatric  illness.  The  course 
was  also  able  to  fulfill  physicians’  needs  to  attain  skills  in  management 
of  somatization,  detection  of  illness,  and  management  of  suicidal  ide¬ 
ation  [28] .  However,  the  course  did  not  succeed  in  improving  physi¬ 
cians’  treatment  for  substance  abuse  and  management  of  aggression. 
Two  other  studies  in  Great  Britain  showed  improvement  in  managing 
depression  [57]  and  managing  somatic  presentations  of  psychiatric 
illness  [58]  after  use  of  a  training  package  (instructional  videotape). 

United  States 

Francis  Kane,  Chief  of  Psychiatry  in  Overton  Brooks  Medical  Center, 
conducted  a  survey  of  university-affiliated  internal  medicine  pro¬ 
grams  to  understand  the  nature  of  their  training  in  psychiatry.  He 
found  that  only  10  percent  of  the  residents  were  offered  any  kind  of 
curriculum  in  psychiatric  education.  Kane  stressed  the  obvious  need 
for  psychiatric  training  for  primary  care  providers  [59] . 

A  study  by  Lin  et  al.  [39]  was  conducted  to  examine  the  effectiveness 
of  an  educational  program  that  trained  22  PCPs  in  selected  clinics  (of 
Group  Health  Cooperative  of  Puget  Sound)  for  1  year.  This  program 
included  didactics,  role-play,  review  of  patient  education  pamphlets, 
videotape  instruction,  and  use  of  reference  handbooks.  The  PCPs 
were  required  to  educate  patients,  continue  adequate  dosage  for  6 
months,  monitor  patients,  and  avoid  medication  with  lower  adher¬ 
ence  and  higher  side  effects.  The  results  of  the  educational  program 
were  positive,  indicating  better  therapeutic  practices  (thus  better 
compliance  to  antidepressant  therapy),  enhanced  clinical  outcomes, 
and  higher  patient  satisfaction.  More  than  80  percent  of  PCPs  felt 
increased  satisfaction  with  treating  depression.  But  researchers  were 
not  able  to  isolate  the  positive  results  due  to  education  because  of 
simultaneous  service  reorganization  (i.e.,  surveillance  of  adherence, 
co-management,  patient  education).  They  conclude  that  education 
alone  is  not  sufficient  to  cause  improvements  and  that  the  restructur¬ 
ing  of  services  was  essential. 

Cohan  et  al.  [60]  from  the  University  Medical  Center  at  Stony  Brook 
and  Department  of  Veterans  Affairs  in  New  York  formed  a  primary 


care  track  that  introduced  a  psychosocial  curriculum  to  first-year  pri¬ 
mary  care  residents,  who  met  twice  weekly.  Their  aim  was  to  build  a 
solid  knowledge  base  in  basic  psychosocial  clinical  skills,  develop  res¬ 
idents’  confidence  levels,  and  train  residents  to  be  instructors.  The 
syllabus  was  designed  by  primary  care  physicians,  preventive  medi¬ 
cine  physicians,  psychologists  and  social  workers.  Similar  to  the  study 
of  Ratcliffe  et  al.  [29],  teaching  tools  included  role-play,  videotape 
feedback,  interactive  approaches  to  improve  skills  on  patient  inter¬ 
viewing  and  counseling.  There  were  mini-lectures,  seminars,  small 
group  problem-based  sessions,  and  presentations  for  peer  education. 
Education  was  self-directed  learning  to  address  diagnosis,  treatment, 
substance  abuse,  chronic  pain,  difficult  patients,  medical  ethics,  and 
decision-making.  There  was  a  continuity  phase  for  additional  teach¬ 
ing  at  noon  conferences,  grand  rounds,  and  clinic  conferences  where 
there  were  video  presentations  of  provider-patient  interaction  as  well 
as  patient  presentations.  The  favorable  results  indicated  that  resi¬ 
dents’  skills  were  improved  and  lessons  were  integrated  into  their 
practice. 

A  similar  curriculum  was  established  in  the  primary  care  residency 
program  at  the  University  of  Kentucky  in  1994.  Residents  were  placed 
in  small  group  seminars  to  role-play  and  participate  in  interactive  dis¬ 
cussions.  The  syllabus  included  core  psychiatry  management  con¬ 
cepts  tailored  to  common  psychosocial/psychiatric  problems. 
Didactic  lessons  on  diagnosis  were  given  during  resident’s  education 
series  and  weekly  clinic  conferences.  Each  resident  attended  a  weekly 
psychiatric  consult  clinic  while  on  ambulatory  rotation  [61]. 

Netherlands 

A  pretest-posttest  study  on  the  effects  of  provider  training  was  con¬ 
ducted  in  ten  primary  care  practices  in  The  Netherlands.  Primary 
care  physicians’  knowledge  about  and  treatment  of  depression 
improved  after  an  implementation  of  a  hands-on  learning  training 
program,  according  to  Van  Os  et  al.  [62].  There  were  eight  training 
sessions  of  2.5  hours  each,  with  three  targeting  depression.  Courses 
were  taught  by  psychiatrists  and  PCPs.  The  training  program 
included  using  screening  instruments,  symptom  diagrams  based  on 
ICD-10  criteria,  specific  treatment  guidelines,  medication  protocols. 
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training  materials,  and  clinical  management  principles.  Tools  for  pro¬ 
viding  education  were  similar  to  those  mentioned  in  other  studies. 
The  recognition  of  mental  health  problems  and  accurate  diagnosis  of 
depression  improved  after  the  educational  intervention,  however 
researchers  could  not  report  statistically  significant  results. 

Other  educational  models  (medical  school,  psychiatry 
program,  and  nursing) 

Medical  school  education 

At  the  University  of  Florida  College  of  Medicine,  community-based 
psychiatry  was  introduced  as  a  7-week  clerkship  for  third-year  medical 
students  and  as  an  elective  for  seniors  [63]. 

Students  received  presentations  on  crisis  intervention,  dual  diagno¬ 
sis,  chronic  mental  illness,  and  the  homeless  mentally  ill.  The  training 
included  a  crisis-stabilization  unit,  an  intensive  psychiatric  commu¬ 
nity  care  (IPCC)  team,  and  Helping  Hands  Clinic  for  the  homeless 
(HHC).  Results  of  this  initiative  were  not  provided. 

Psychiatry  program 

James  Shore  proposed  an  elective  curricular  model  for  primary  care 
training  in  general  psychiatry  programs.  A  psychiatric  first  postgrad¬ 
uate  year  requires  4  months  in  internal  medicine,  family  practice, 
and/ or  pediatrics  and  the  training  must  be  in  a  clinical  setting  pro¬ 
viding  comprehensive  and  continuous  patient  care.  He  described 
new  opportunities  for  dual  or  triple  board  certification  in  develop¬ 
ment:  the  combined  adult  and  child  psychiatry  with  primary  care 
pediatrics,  family  practice,  general  internal  medicine,  and  neurology. 
The  American  Board  of  Psychiatry  and  Neurology  approved  separate 
guidelines  for  combined  residency  training  between  psychiatry  and 
family  practice,  internal  medicine  and  neurology.  The  primary  care 
psychiatrist  would  be  a  general  physician  and  psychiatrist,  treating 
medical  disorders  and  the  psychiatric  illnesses  [64] . 

Cowley  et  al.  contend  that  psychiatry  residents  can  be  trained  in  spe¬ 
cific  skills  to  serve  as  consultants  in  the  primary  care  setting  [65]. 
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They  examined  a  primary  care  consultation-liaison  2-year  rotation 
experience  for  4*^  year  psychiatry  residents.  An  attending  psychiatrist 
supervised  the  residents  in  training.  The  evaluation  of  residents’ 
experiences  in  the  training  program  revealed  positive  results.  Cowley 
et  al.  recommended  that  similar  rotations  be  initiated  in  other  pri¬ 
mary  care  settings. 

Nurse  education  model 

Wendy  Couchman  discussed  a  Project  2000  nurse  education  model 
aimed  at  multidisciplinary  training  to  include  nurses  and  social  work¬ 
ers.  Also,  primary  health  care  education  for  nurses  would  continue  in 
tandem  with  general  practitioner  and  other  professional  training. 
Psychiatric  nurses  have  studied  with  colleagues  from  other  profes¬ 
sions  on  postgraduate  and  master’s  courses  of  interdisciplinary  inter¬ 
est  [66] .  Mental  health  in  primary  and  secondary  care  was  common 
among  different  nursing  disciplines.  Thus,  she  advocated  interdisci¬ 
plinary  nursing  training  to  address  behavioral  healtcare  treatment. 


Summary 


The  educational  models  presented  here  aim  to  instruct  providers  at 
all  levels  and  venues:  primary  care  settings,  nursing,  psychiatry,  and 
medical  schools.  The  need  to  be  trained  and  retrained  to  keep  up 
with  the  rapid  pace  of  improvements  in  behavioral  health  treatment 
require  multidisciplinary  training,  teamwork,  and  co-education  at  the 
co-location  level. 
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How  does  the  Navy  compare  to  current 
practices? 

TRICARE  is  DOD’s  regional  managed  care  program  for  delivering 
health  care  to  members  of  the  Armed  Services  and  their  families,  sur¬ 
vivors,  and  retired  members  and  their  families.  TRICARE  includes 
two  general  sources  of  care.  The  first  is  the  military  services'  direct 
care  system,  comprising  each  branch’s  respective  military  treatment 
facilities.  The  second  is  the  regional  managed  care  support  contracts, 
which  supplement  the  direct  care  system  with  civilian  providers.  The 
Navy  can  control  and  direct  the  course  of  its  direct  health  care  facili¬ 
ties  much  more  easily  than  it  can  influence  the  course  of  the  man¬ 
aged  care  support  contracts  that  are  negotiated  at  the  DOD  level  and 
fall  under  the  domain  of  the  Assistant  Secretary  of  Defense  (Health 
Affairs)  and  the  TRICARE  Management  Agency.  Thus,  the  Navy  is 
part  of  a  health  care  program  that  combines  a  contractual  model  over 
which  it  has  little  influence  with  a  functional  model  applied  in  its  own 
facilities  that  essentially  produces  its  version  of  a  “de  facto  mental  and 
addictive  disorders  service  system”  [67] . 

Currently,  the  TRJCARE  regional  managed  care  support  contracts 
represent  adaptations  of  integrated  models  that,  in  turn,  contract 
with  a  separate  entity  to  provide  oversight,  management,  and  coordi¬ 
nation  of  mental/behavioral  services  (carve-outs).  Within  the  Navy's 
military  treatment  facilities,  it  essentially  operates  an  independent 
clinical  approach  similar  to  the  private  employers  profiled  in  this 
paper.  Recent  research  finds  that  most  regions  report  little  integra¬ 
tion  between  mental  health  and  primary  care,  and  behavioral  health 
seiwices  are  carved-out  [68].  There  is  also  a  perceived  problem  of 
unevenly  distributed  mental  health  specialists  among  the  facilities. 
The  gap  between  mental  health  and  primary  care  is  widened  by  a  ben¬ 
efit  thzit  gives  beneficiaries  the  option  of  eight  self-referral  visits  to  a 
civilian  provider.  Increasisng  numbers  of  specialty  referrals  to  civilian 
networks  are  causing  concern  [68] .  This  may  be  partly  the  result  of 
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the  issues  of  social  stigma  and  confidentiality  in  the  military  culture. 
Yet  despite  perceived  barriers,  Navy  providers  and  program  managers 
tend  to  agree  that  “a  combined  approach  to  mental  and  physical 
treatment  is  a  goal”  [68] . 

Currendy,  DOD  is  conducting  a  demonstration  program  in  the  Cen¬ 
tral  Region  to  test  a  wraparound  delivery  system  that  integrates  case 
management  techniques  with  community  and  family  resources  (child 
and  adolescent  mental  health  services).  The  program's  aim  is  to 
attain  shorter  inpatient  days,  reduce  recidivism,  and  reduce  costs. 
The  results  of  the  demonstration  project  are  currently  under  evalua¬ 
tion.  In  summary,  minimal  collaboration,  loose  referral  system,  lack 
of  resources,  and  stigma  are  barriers  to  functional  (clinical)  integra¬ 
tion  in  the  Navy,  which  mirrors  most  of  the  activity  in  the  private 
sector  (apart  from  our  examples) . 


Planning  issues 


Contractual  considerations 

The  debate  of  whether  to  carve  out  or  to  integrate  mental  health  with 
primary  care  is  a  result  of  the  increasing  prevalence  of  mental  health 
diagnoses  in  the  population,  inhibited  access  to  care,  dual  and 
proper  diagnosis,  and  appropriate  treatment.  Clinicians  and  public 
health  officials  tend  to  believe  that  integration  promotes  better  access 
and  greater  continuity  of  care  for  patients.  On  the  other  hand,  advo¬ 
cates  and  specialty  providers  counter  that  the  complex  and  uncertain 
nature  of  diagnosis  and  treatment  of  behavioral  health  disorders 
requires  specialized  expertise  and  resources.  DOD  is  currently  carv¬ 
ing  out  behavioral  health  services  under  the  regional  managed  care 
support  contracts  without  a  comprehensive  understanding  of  the 
potential  to  expand  the  capacity  of  their  direct  care  resources.  Cur¬ 
rently  the  Navy  has  no  control  over  the  specifics  of  the  regional  man¬ 
aged  care  support  contracts.  The  Defense  Medical  Oversight 
Committee  is  reviewing  potential  changes  to  DOD's  contract 
approach  and  is  considering  the  use  of  an  integrated  delivery  model 
within  the  catchment  area  and  the  administrative-services-only  (ASO) 
model  outside  the  catchment  area.  This  may  give  the  Navy  more  influ¬ 
ence  over  the  regional  contracts  in  the  two  regions  in  which  it  serves 
as  the  Lead  Agent  (Region  2,  Tidewater  Virginia/ North  Carolina, 
and  Region  9,  Southern  California).  Even  if  this  contractual  arrange¬ 
ment  is  resolved,  they  still  must  reconcile  the  issue  of  integration  of 
services  in  the  clinical  setting. 

Functional  considerations 

Currently,  the  Navy’s  primary  care  providers  and  mental  health  spe¬ 
cialists  work  autonomously,  with  little  communication.  The  first  step 
in  clinical  integration  is  for  them  to  ask:  “For  what  population,  with 
what  clinical  condition,  and  at  which  step  in  the  clinical  process  is 
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care  to  be  integrated?”  [36].  Tools  used  to  integrate  services  have 
been  developed  to  address  the  barriers  of  organizational  boundaries 
and  the  struggle  over  power  and  control  [69,  70].  Hoge  and  Howen- 
stine  [70]  emphasize  the  importance  of  informal  networks  as  effec¬ 
tive  ways  to  achieve  integration.  Service  integration  is  successful 
because  of  informal  networks  and  not  formal  structures  leading  to 
cooperation  and  productivity.  These  tools,  described  in  [69],  are: 

1 .  Creating  an  umbrella  organization — most  basic  strategy  of  merging 

2.  Creating  integrative  task  groups — increases  communication  and  team 
work 

3.  Participatory  management — leadership  and  power  sharing  approach 

4.  Strategic  planning— pXznning  and  feedback  process  involving  all 
stakeholders 

5.  Boundary  spanners— representative,  liaison  of  several  agencies  cross¬ 
ing  boundaries 

6.  Team  building — multispecialty  approach  to  problem  solving 

7.  Resource  sharing—shdcte  information,  directories,  fosters  shared 
goals  and  values 

8.  Multiple-agency  programming — combining  resources  for 
implementadon. 

The  Navy  has  already  begun  this  process  by  developing  an  “integra¬ 
tive  task  group”  (item  2)  for  the  mental  health  product  line. 

The  key  ingredients  for  mental  health  general  health  collaboration 
are  the  relationship,  a  common  purpose,  a  paradigm,  strong  commu¬ 
nication,  location  of  service,  and  business  arrangement  [26].  The  pri¬ 
mary  care  clinician's  role  [3]  includes  identifying  patients'  symptoms, 
educating  patients,  managing  mental  disorders,  monitoring  the  out¬ 
comes,  and  preventing  mental  disorders.  Guidelines  to  identify,  eval¬ 
uate,  diagnose,  and  manage  primary  care  patients  were  developed  by 
the  Agency  for  Healthcare  Quality  and  Research  (AHQR).  This  and 
other  resources,  such  as  the  PRIME-MD  diagnosis  system,  and 


Clinical  Evaluation  Guide  (CEG),  working  in  conjunction  with  DSM- 
IV  guidelines,  are  tools  [3]  the  Navy  should  use  to  plan  an  appropri¬ 
ate  integration. 

The  Navy  needs  to  ensure  that  its  mental  health  services  use  coordi¬ 
nated,  managed  behavioral  health  techniques,  including  the  following: 

•  Adequate  provider  networks® 

•  Mechanisms  for  referral  and  treatment,^  such  as  referral  units, 
and  case  managers  that  provide  for  24-hour,  7-day/ week  access 
to  treatment 

•  Availability  of  a  continuum  of  treatment  services  and  settings, 
including  inpatient,  outpatient,  partial  hospitalization,  halfway 
houses,  wraparound  services,  intensive  day  treatment,  and 
other  comparable  settings 

•  Pre-certification  of  treatment  for  appropriateness  of  fit 
between  patient  and  provider  (provided  such  pre-certification 
does  not  become  a  barrier  to  timely  access  to  needed  treat¬ 
ment),  including  internal  entities  with  responsibility  for  care 
oversight  to  see  that  employee  needs  are  being  met 

•  Discharge  coordination  and  planning  to  ensure  that  inpatient 
treatment  is  followed  by  appropriate  outpatient  care. 


8.  Benefits  offered  by  carriers  should  provide  for  networks  with  systems  for 
coordination  of  mental  health  and  substance  abuse  benefits  for  mem¬ 
bers  with  co-occurring  disorders,  appropriate  screening,  diagnosis  and 
referral  for  treatment  by  primary  care  providers,  and  coordination 
between  primary  care  physicians  and  behavioral  health  care  providers 
and  networks.  However,  there  should  not  be  barriers  to  accessing  treat¬ 
ment,  nor  should  there  be  a  continuation  of  arbitrary  day  or  lifetime 
limits  on  substance  abuse  treatment  [3]. 

9.  Treatment  planning  to  address  addiction  that  ensures  provision  and  use 
of  aftercare  services  could  include  making  use  of  “contracting”  for  out¬ 
patient  aftercare  or  similar  mechanisms  to  prevent  repeated  episodes  of 
short-term  inpatient  detoxification  without  follow-up  care  in  outpatient 
programs  [3]. 
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In  addition,  the  Navy  needs  to  examine  specific  goals  for  program¬ 
ming.  We  provide  a  guiding  list  of  goals  matched  with  activities  that 
serve  to  support  the  primary  care  physician  in  delivering  mental 
health  care  in  table  7. 

Table  7.  Coals  and  characteristics  of  primary  mental  health  care  delivery 
_ Coals  Service  delivery 


Improve  clinical  outcomes  through  enhanced 
detection,  treatment,  and  followup  strategies  used 
by  primary  care  providers. 


Manage  at-risk  patients  to  prevent  the  onset  or 
recurrence  of  a  mental  disorder. 


Educate  primary  care  providers  in  the  use  of  appro¬ 
priate  medication  and  psychosocial  treatments. 


Manage  high-utilizing  patients  with  chronic  health 
and  behavioral  health  concerns  to  reduce  inappro¬ 
priate  medical  utilization  and  to  promote  better 
functional  outcomes. 

Deliver  integrated  programs  of  care  for  high-fre¬ 
quency  mental  and  addictive  disorders  (e.g., 
depression,  anxiety,  alcohol  abuse,  psychosocial 
stresses). 


Accurately  identify  and  place  patients  who  require 
specialized  mental  health  treatment. 


Address  the  behavioral  health  needs  of  the  entire 
primary  care  population. 


Deliver  service  in  a  way  that  is  consistent  with  the 
goals  and  mission  of  primary  care. 


Deliver  service  in  a  manner  that  is  "acceptable"  to 
all  consumers  of  health  services. 

Source:  [33]  ~  ~ 


Uses  limited  brief  consultation  visits  to  build  o7i 
existing  interventions  and  to  suggest  new  ones;  pri¬ 
mary  health  care  provider  is  "in  charge"  of  the 
patient's  care. 

"See  all  comers"  service  philosophy  encourages  a 
broad-spectrum  referral  pattern,  and  utilizes  the 
physician-patient  relationship  to  detect  at-risk  situ¬ 
ations,  such  as  life  stresses  and  transitions. 

Primary  product  of  consultation  is  the  consultation 
report  and  face-to-face  feedback;  consultation 
strategies  are  tailored  to  the  "1 5-minute  hour." 

Longer-term  consultative  followup  is  reserved  for 
the  small  number  of  patients  with  numerous  medi¬ 
cal  and/or  psychosocial  concerns;  consultative  co¬ 
management  over  time. 

Service  has  "pathway-driven"  consultative  inter¬ 
vention  programs,  which  use  a  temporary  co-man¬ 
agement  model  to  manage  and  resolve  a  particular 
condition  within  the  context  of  primary  care  ser¬ 
vices. 

Service  is  organized  to  triage  patients  to  specialty 
care  and  to  function  as  a  liaison  between  the  spe¬ 
cialty  provider  and  the  health  care  provider. 

Service  is  provided  in  a  population-based  care 
framework,  using  both  horizontal  and  vertical  ser¬ 
vice  delivery  methods. 

Consultant  is  part  of  the  "primary  care  team"; 
health  care  provider  is  the  primary  customer  of 
consultative  services. 

Service  functions  as  part  of  primary  care,  located 
in  same  practice  area,  used  as  an  ancillary  element 
of  routine  medical  visits. 
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Noteworthy  is  the  third  goal;  Educate  primary  care  providers  in  the  use  of 
appropriate  medication  and  psychosocial  treatments,  where  PCPs  play  an 
instrumental  role  in  treatment,  particularly  in  cases  of  less  than 
severe  mental  illness.  Another  goal,  Deliver  service  in  a  way  that  is  con¬ 
sistent  with  the  goals  and  mission  of  primary  care,  suggests  that  a  consult¬ 
ant  is  part  of  the  “primary  care  team.”  Other  goals  offer  a  structural 
service  delivery  model  of  co-management. 

The  issues  pertaining  to  planning  a  behavioral  health  integration  ini¬ 
tiative  must  be  committed  to  beginning  with  aggressive  leadership,  if 
the  health  of  Navy  beneficiaries  is  to  be  improved  and  expanded.  The 
key  issues  and  tools  outlined  here  have  already  been  formulated  and 
developed  to  facilitate  the  planning  and  implementation  process. 
Once  a  goal  is  agreed  upon,  the  next  step  is  to  build  a  plan. 
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Conclusion 


Employers  tend  to  carve  out  their  mental  health  benefits  because 
they  believe  in  (a)  realizing  economies  of  mass  purchasing,  (b) 
receiving  better  utilization  data  to  manage  costs,  and  (c)  eliminating 
the  “middle  man”  because  plans  are  likely  to  subcontract  with  a 
vendor  with  whom  they  can  contract  directly.  All  of  these  have  finan¬ 
cial  considerations.  However,  other  leaders  and  policy-makers  find 
that  integrating  mental  health  and  general  services  increases  access 
and  in  the  long  run  reduces  utilization  and  costs.  The  National  Insti¬ 
tute  of  Drug  Abuse  has  pointed  to  extensive  research  showing  that 
parallel  or  sequential  treatment  is  not  as  effective  as  alternative  mod¬ 
els,  such  as  clinical  integration  [71].  For  purchasers,  integrated  care 
is  appealing:  higher  medical  costs  for  patients  with  untreated  health 
problems,  offset  costs  of  ineffective  medical  treatment  by  providing 
behavioral  health  services,  decreased  morbidity  in  patients  when 
behavioral  health  and  physical  health  are  both  met,  and  empower¬ 
ment  for  patients  to  be  proactive  in  their  health  care.  For  consumers, 
integrated  care  means  more  successful  treatment  and  better  clinical 
results.  The  advantages  of  having  a  mental  health  specialist  on  the 
primary  medical  care  team  are  [65]: 

•  Time  and  travel  costs  savings  to  patients 

•  Less  stigma  when  patients  are  not  referred  out 

•  Instant  feedback  and  communication  to  manage  decisions 

•  Providers  can  get  to  know  each  other  and  share  knowledge 

•  Unlimited  opportunity  for  the  PGP  and  mental  health  special¬ 
ist  to  educate  each  other 

•  Unlimited  opportunity  to  teach  students  as  they  observe  the 
medical-psychiatric  collaboration  (role  models) 
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•  Differing  time  requirements  can  be  accommodated  by  PCP 
(brief  and  high  volume  visits)  and  mental  health  specialist 
(longer  visits  and  more  patients) 

•  Continuity  of  care  for  patients. 

The  evidence  from  the  civilian  sector  shows: 

•  Although  the  use  of  carve-outs  has  proved  effective  in  contain¬ 
ing  costs  and  shifting  mental  health  utilization  from  the  inpa¬ 
tient  to  outpatient  arena,  evidence  in  the  literature  suggests 
that  integration  of  services  is  more  effective.  The  National  Alli¬ 
ance  for  Mental  Health,  among  others,  endorses  integrated 
rather  than  sequential  or  collaborative-parallel  service 
approach. 

•  In  current  practice,  approximately  an  equal  number  of  pro¬ 
grams  either  carve  out  or  contractually  integrate  mental  health 
delivery.  Integrating  is  the  emerging  trend. 

•  Most  health  systems  function  under  either  an  autonomous  or  a 
collaborative  (clinical)  model. 

•  The  stigma  attached  to  mental  illness,  the  lack  of  parity 
between  health  and  mental  health  benefits,  and  the  current 
realities  of  medical  practice  all  present  obstacles  to  integration. 
Despite  this,  current  models  and  preliminary  results  of  pilot 
programs  have  demonstrated  positive  results.  They  are  leading 
the  path  to  integrate  behavioral  health  care,  both  administra¬ 
tively  and  clinically. 

Planning  for  integration  is  incomplete  without  committing  to  general 
and  mental  health  linkage  at  the  clinical  level.  Surgeon  General 
David  Satcher’s  recent  report,  which  focused  on  improving  mental 
health  care,  has  been  widely  distributed  as  it  reflects  the  urgent  need 
for  change  and  top  priority  of  the  Department  of  Health  and  Human 
Services  [1].  One  of  the  themes  is  that  primary  care  practitioners  are 
a  critical  link  in  addressing  mental  disorders.”  We  recommend  that 
Navy  Medicine  develop  and  implement  a  pilot  program  that  clinically 
integrates  mental  health  with  primary  care  in  various  facilities  to 
determine  the  extent  to  which  integration  can  help  the  Navy  opti¬ 
mize  the  provision  of  its  mental  health  services. 
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Appendix  A:  State  use  of  contractual  models 


Table  8  indicates  the  contractual  arrangements  used  by  each  state  for 
their  public  mental  health  programs  in  1999.  Note  that  some  states 
have  more  than  one  program  and  approach.  Overall,  there  are  35 
carve-out  programs,  41  integrated  programs,  and  9  programs  in 
which  the  state  currently  chooses  to  operate  traditional  fee-for-service 
programs  rather  than  rely  on  some  form  of  behavioral  health  man¬ 
aged  care. 


Table  8.  Mental  health  contractual  linkage  by  state,  1 999 


State 

Full  carve-out 

Partial  carve-out 

Integrated 

Alabama 

X 

Alaska 

Arizona 

X 

x(2) 

Arkansas 

X 

California 

x(2) 

x(2) 

Colorado 

x(2) 

Connecticut 

X 

X 

Delaware 

X 

Florida 

X 

Georgia 

X 

Hawaii 

X 

Idaho 

X 

Illinois 

X 

Indiana 

x(2) 

X 

Iowa 

X 

Kansas 

Kentucky 

X 

X 

Louisiana 

Maine 

Maryland 

X 

X 

Massachusetts 

X 

Not  managed 
Carve- in  care 


X 


X 

X 

X 
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Appendix  A 


Table  8.  Mental  health  contractual  linkage  by  state,  1 999  (continued) 


Not  managed 


State 

Full  carve-out  Fbrtial  carve-out 

Integrated 

- ^ — 

Carve-in  care 

Michigan 

X 

Minnesota 

X 

x(4) 

Mississippi 

X 

Missouri 

X 

X 

Montana 

X 

Nebraska 

x(2) 

Nevada 

X 

New  Hampshire 

X 

X 

New  Jersey 

X 

New  Mexico 

X 

New  York 

X  (2)  X 

x(2) 

North  Carolina 

X 

North  Dakota 

X 

Ohio 

X 

X 

Oklahoma 

X 

Oregon 

X 

X 

Pennsylvania 

X 

X 

Rhode  Island 

X 

South  Carolina 

X 

X 

South  Dakota 

X 

Tennessee 

X 

Texas 

X 

X 

Utah 

X 

Vermont 

X 

X 

Virginia 

x(3) 

Washington 

X 

X 

West  Virginia 

X 

Wisconsin 

x(2) 

x(5) 

Wyoming 

X 

Total 

35  3 

41 

1  9 

Source:  (55) 
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Appendix  B 


Appendix  B:  State  use  of  managed  care 
organizations 


Table  9.  Types  of  managed  care  organizations,  1 999 


Not  managed 


State 

Public 

Private 

Partnership 

care 

Alabama 

X 

Alaska 

X 

Arizona 

x(2) 

x(2) 

Arkansas 

X 

California 

x(4) 

X 

Colorado 

x(2) 

x(2) 

x(2) 

Connecticut 

x(2) 

Delaware 

X 

X 

Florida 

X 

X 

Georgia 

X 

Hawaii 

X 

Idaho 

X 

Illinois 

X 

X 

Indianapolis 

X 

x(3) 

Iowa 

X 

Kansas 

X 

Kentucky 

x(2) 

Louisiana 

X 

Maine 

X 

Maryland 

X 

x(2) 

Massachusetts 

X 

Michigan 

x(3) 

X 

Minnesota 

X 

x(4) 

Mississippi 

X 

Missouri 

X 

X 

Montana 

X 

Nebraska 

x(2) 

Nevada 

X 
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Table  9.  Types  of  managed  care  organizations,  1 999 


State 

Public 

Private 

Partnership 

Not  managed 
care 

New  Hampshire 

X 

X 

New  Jersey 

X 

New  Mexico 

X 

New  York 

x(3) 

North  Carolina 

X 

North  Dakota 

X 

Ohio 

x(2) 

Oklahoma 

X 

Oregon 

x(2) 

X 

Pennsylvania 

X 

x(2) 

X 

Rhode  Island 

X 

South  Carolina 

X 

X 

South  Dakota 

X 

Tennessee 

X 

Texas 

x(2) 

Utah 

X 

Vermont 

X 

x(2) 

X 

Virginia 

X 

3 

Washington 

X 

X 

West  Virginia 

X 

X 

Wisconsin 

x(2) 

x(2) 

x(3) 

Wyoming 

X 

Total 

30 

54 

13 

9 

Source:  [55] 
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